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In  a few  short  years  since  1981,  physicians  have 
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potential  to  place  an  enormous  burden  on  our 
health  care  system.  This  issue  of  iowa  medicine 
examines  the  AIDS  picture  in  Iowa  from  several 
aspects  of  vital  interest  to  Iowa  physicians. 
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course  in  The  University  of  Iowa  College  of  Med- 
icine. Photos  for  "Making  of  a Doctor  — 1988" 
were  taken  by  Mary  Abboud-Kamps,  Tom  Jor- 
gensen, Jeff  Meyers,  Warren  Paris,  Mark  Sitter- 
son  and  Leah  Zipf.  Layout  by  Amy  Roach. 
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ANNUAL  MEETING 
of  the 

AMERICAN  COLLEGE  OF  PHYSICIANS 
IOWA  CHAPTER 
In  association  with  the 

IOWA  CLINICAL  SOCIETY  OF  INTERNAL  MEDICINE 

May  13  - 14,  1983 

Hosted  and  Cosponsored  by 

THE  DEPARTMENT  OF  INTERNAL  MEDICINE 

The  University  of  Iowa  College  of  Medicine 
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As  graphically  demonstrated  by  our  cover  spoof 
of  Grant  Wood's  “American  Gothic",  farming  is 
a potentially  hazardous  occupation.  This  issue  of 
iowa  medicine  is  devoted  to  the  latest  develop- 
ments in  agricultural  and  environmental  medi- 
cine. 
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221  Malignant  Melanoma:  A Disease  on  the  Increase 

Study  and  treatment  of  30  cases 
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Lester  R.  Dragstedt,  II,  M.D.,  Des  Moines,  Iowa 
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Losing  Your  Patience 
Over  Office  Management  Problems? 


MicroAge  Has  Computers  for  Medical  Management! 

MicroAge  is  committed  to  computerized  medical  solutions!  We  have  the  productivity  tools  physicians 
need  to  take  management  worries  off  their  backs:  IBM,  AT&T  Compaq,  Hewlett-Packard  and  Altos.  At 
West  Des  Moines'  MicroAge,  you’ll  find  the  medical  know-how  physicians  can  depend  on  for  training, 
service  and  support. 

MicroAge  Takes  Management  Worries  Off  Your  Back! 

• Fast,  accurate  insurance  handling  • safe,  protected  records 

• Tight  control  over  receivables  • Physician  productivity  analysis 

• Efficient  patient  scheduling  and  handling  • Rapid  print-outs  of  statements  and  charges 

• Electronic  Claims  • Comprehensive  accounting  system 


/MicroAge 

“ The  Solution  Store” 

West  Des  Moines 

2900  University 
(Clock  Tower  Square  I 

(515)  224-4005 

FREE  COMPUTER  IN  FORMATION -FOR  PHYSICIANS  ONLY! 


Please  send  me  more  information  on  how  a computerized  medical  management 
system  will  reduce  labor  costs  and  speed  up  billing.  I understand  this  request  does 


not  obligate  me  in  any  way. 
Name 

_ Snecialtv 

Office  Address  _ 

City 

State 

Send  to.  MicroAge,  2900  University,  West  Des  Moines  50265 
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Health  care  is  changing  so  rapidly  that  it's  difficult 
to  predict  what  challenges  young  physicians  may 
face  in  the  next  few  decades.  This  month's  issue 
examines  young  physicians  and  their  feelings  about 
the  practice  of  medicine. 
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To  help,  we’ll  go  to  extremes 


There  could  be  a 75-year  age 
difference  between  a 1 2 year  old  just 
beginning  to  experiment  with  drugs 
and  an  87  year  old  worried  about  the 
circulation  in  his  feet. 

That’s  why  we  publish  so  many 
different  health  care  pamphlets. 

There  are  the  “Your  Kids  & Drugs 
Spot  It/Stop  It”,  and  “Living  With 
Aging”  series,  and  other  pamphlets 
on  Rabies,  Poisons,  Insect  Stings, 


Immunizations,  and  many  more 
topics.  They’re  all  free  and  your 
patients  can  pick  them  up  at  the 
pharmacy  counter  of  any  Peoples 
Drug  Store. 

For  over  80  years.  Peoples  Drug 
Stores  has  served  patients  reliably 
and  professionally.  Today  all  the  ser- 
vices we  offer  reflect  our  continuing 
commitment  to  help  our  customers 
as  their  health  care  needs  change. 


Every  Peoples  has  an  unlisted  phone  that’s  reserved 
only  for  doctors  arid  answered  only  by  pharmacists. 
Please  call  your  local  store  to  obtain  the  number. 


PEOPLES 

DRUG 


the  convenience  you  want...  the  SAVINGS  you  deserve 
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This  month's  magazine  focuses  on  the  1 988  House 
of  Delegates  meeting.  Pictured  on  the  cover  are 
House  of  Delegates  Speaker  William  Rosenfeld, 
M.D.,  Mason  City;  House  Vice-Speaker  Donald 
Kahle,  M.D.,  Dubuque  and  physician  delegates. 
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Losing  Your  Patience 
Over  Office  Management  Problems? 


MicroAge  Has  Computers  for  Medical  Management! 

MicroAge  is  committed  to  computerized  medical  solutions!  We  have  the  productivity  tools  physicians 
need  to  take  management  worries  off  their  backs:  IBM,  AT&T  Compaq,  Hewlett- Packard  and  Altos.  At 
West  Des  Moines'  MicroAge,  you'll  find  the  medical  know-how  physicians  can  depend  on  for  training, 
service  and  support. 

MicroAge  Takes  Management  Worries  Off  Your  Back! 

• Fast,  accurate  insurance  handling  • safe,  protected  records 

• Tight  control  over  receivables  • Physician  productivity  analysis 

• Efficient  patient  scheduling  and  handling  • Rapid  print-outs  of  statements  and  charges 

• Electronic  Claims  • Comprehensive  accounting  system 

/MicroAge 

“The  Solution  Store  ” 

West  Des  Moines 

2900  University 
(Clock  Tower  Square  I 

(515)  224-4005 

FREE  COMPUTER  INFORMATION-FOR  PHYSICIANS  ONLY! 


Please  send  me  more  information  on  how  a computerized  medical  management 
system  will  reduce  labor  costs  and  speed  up  billing.  I understand  this  request  does 


not  obligate  me  in  any  way 
Name  _ . _ _ . 

Snecialtv 

Office  Address 

City 

State 

Send  to:  MicroAge,  2900  University,  West  Des  Moines  50265 
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This  issue  of  iowa  medicine  is  devoted  to  care  of 
the  dying  patient.  Articles  discuss  the  role  of  the 
physician  in  hospice  care  and  how  professionals 
involved  in  caring  for  terminally  ill  patients  can 
work  together  to  create  the  best  possible  envi- 
ronment. 
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Ann  MacGregor 
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MERCY  HOSPITAL  MEDICAL  CENTER 
DES  MOINES,  IOWA 
PRESENTS 

MEDICAL  TRENDS  FOR  THE  90’s’ 
SEPTEMBER  10,  1988 


THIS  SEMINAR  IS  DESIGNED  TO  ENHANCE  RURAL  MEDICAL  PRACTICE  WITH 
CURRENT  TOPICS  TO  BE  ADDRESSED  IN  THE  FOLLOWING  AREAS  OF  MEDICINE: 

CARDIOLOGY 

NEUROLOGY 

ONCOLOGY 

OPHTHALMOLOGY 

ORTHOPEDICS 

UROLOGY 

REGISTRATION/COFFEE:  8:30  A.M. 

INTRODUCTION  AND  WELCOME:  8:55  A.M. 

PROGRAM:  9:00  A.M.  TO  3:30  P.M. 

ADJOURNMENT:  3:30  P.M. 

LUNCH  WITH  CONSULTANT  PHYSICIANS  IN  THE  AREA  OF  YOUR  CHOICE 

WILL  BE  PROVIDED. 


Approved  by  Mercy  Hospital  Medical  Center,  an  IMS-ac- 
credited CME  organization,  for  6 hours  Category  1/A.M.A. 
Physicians’  Recognition  Award. 

Application  has  been  made  for  A.A.F.P.  and  A.O.A.  ac- 
creditations. 


Physician  Fee $55.00 

Complimentary Residents, 

Interns  & Medical  Students 
ADVANCED  REGISTRATION  REQUESTED! 


THE  SEMINAR  WILL  BE  HELD  IN  THE  MERCY  EDUCATION  CENTER  AT  FIFTH  STREET  AND  UNIVER- 
SITY AVENUE  IN  DES  MOINES,  IOWA.  PARKING  IS  AVAILABLE  ADJACENT  TO  THE  MERCY  EDUCATION 
CENTER. 

CONTACT:  NETWORKING  DEPARTMENT 

MERCY  HOSPITAL  MEDICAL  CENTER 
SIXTH  AND  UNIVERSITY 
DES  MOINES,  IOWA  50314 
(515)  247-8372 
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Children  of  IMS  staff  members  are  eager  to  return 
to  school.  They  are:  Dustin  and  Courtney  Alberts, 
Nathan  Clark,  Shana  Farley,  Amanda  and  Justin 
Garnett  and  Kelly  Greenwell.  This  month's  mag- 
azine explores  school  health. 
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School  Health  Services:  Past,  Present  and  Future 

Author  outlines  32  years  of  experience  as  medical  director 
Don  C.  Green,  M.D. 
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Mandatory  Training  in  Child  Abuse 

Training  options  and  resource  materials  for  mandatory  reporte 
Randell  C.  Alexander,  M.D.,  Ph.D. 

Iowa  City,  Iowa 

Scientific  Article 

413 

Child  Abuse  in  Polk  County:  Investigation  Results  and 
Injury  Patterns 

Documentation  of  55  cases  of  fractures 
Christopher  J.  Ellerbroek,  M.D. 

Des  Moines,  Iowa 
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CANCER  UPDATE  1988 

PAIN  AND  SYMPTOM  CONTROL 

September  30, 1988 

Continuing  Medical  Education 
Sponsored  by  the  Joint  Oncology  Committee 

of 

St.  Joseph  Mercy  Hospital 
and 

North  Iowa  Medical  Center 
Mason  City,  Iowa 


LOCATION:  Sheraton  Inn,  Highway  18  West,  Mason  City,  Iowa 
TOPICS: 

• Palliative  Curative  Interface 

• Ethical  Issues  in  Palliative  Care 

• Emotional  Support,  Patient  and  Family 

• Techniques  of  Pain  Management 

• Emotional  Aspects  of  Caring  for  the  Cancer  Patient  (Care  Giver) 

GUEST  FACULTY: 


Michael  Levy,  M.D.,  Ph.D. 
Director,  Palliative  Care  Service 
Fox  Chase  Cancer  Center 
Philadelphia,  Pennsylvania 


Kathleen  McCarty,  M.D. 

Associate  Director  and 
Assistant  Clinical  Professor  of  Psychiatry 
UCLA  Medical  Center 
Los  Angelos,  California 

FEE:  $20.00 

CEUs:  Approved  by  St.  Joseph  Mercy  Hospital,  an  IMS-accredited  CME 
organization,  for  7.5  hours  in  Category  I of  the  AMA  Physicians’  Recognition 
Award. 


FOR  MORE  INFORMATION: 

Call  or  write  the  Regional  Health  Education  Center,  500  College  Drive, 
Mason  City,  I A 50401,  (515)  421-4358  or  1-800-392-5685  ext.  358. 
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Can  quality  of  medical  care  be  measured?  Can 
we  arrive  at  a single  definition  of  quality  care? 
This  special  edition  of  iowa  medicine  explores  sev- 
eral different  perspectives  on  these  and  other  timely 
questions. 
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460  Quality  of  Care:  Four  Perspectives 

Experts  discuss  quality  issues 
John  Dixon,  M.D. 
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Merle  Wilson 
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Jay  Storey 
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466  The  HMO  Contract  and  Quality  of  Care 

Authors  review  HMO  and  PPO  contract  provisions 
Louis  D.  Rodgers,  M.D.,  Thomas  H.  Boyd,  J.D., 

Elizabeth  R.  Boyd,  J.D.  and  Wayne  I.  Wilson,  J.D. 

Des  Moines,  Iowa 

Scientific  Articles 

473  Giant  Ruptured  Thyroglossal  Cyst 

Authors  describe  an  extremely  rare  case 
Udaya  Kabadi,  M.D.,  FACP,  FRCP(C) 

Phoenix,  Arizona 
Larry  Semenza,  D.O. 

Springfield,  Illinois 

Lawrence  Valin,  M.D.  and  Walter  Riley,  M.D. 

Des  Moines,  Iowa 

477  Controversies  in  Resuscitation 

Physician  discusses  medical  and  ethical  implications  of  DNR 
Fred  J.  Pettid,  M.D. 

Omaha,  Nebraska 
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Physician  discipline,  which  once  involved  an  eth- 
ical code  created  and  applied  by  the  profession 
itself,  is  now  the  concern  of  a growing  number 
of  interests  outside  the  profession.  This  month's 
iowa  medicine  examines  the  changing  climate  of 
doctors  and  discipline. 


Special  Articles 

520  Twenty  Years  of  Doctor  Discipline:  Iowa  Style,  Mayo  Style  and 
Minneapolis  Style 

Author  traces  evolution  of  doctor  discipline 
Michael  Myers 
Minneapolis,  Minnesota 

521  BME  Emphasizes  Concern  for  Public's  Welfare 

Purpose  and  goals  of  the  BME 
William  S.  Vanderpool,  J.D. 

Des  Moines,  Iowa 

Scientific  Article 

529  Primary  Splenic  Pregnancy  with  Intraperitoneal  Bleeding  and 
Shock:  A Case  Report 

Authors  discuss  a rare  case 

Jeffrey  K.  Larkin,  M.D.,  Dominador  M.  Garcia,  M.D.  and 
Eric  L.  Paulson,  M.D. 

Carroll,  Iowa 

Donald  W.  Powers,  M.D. 

Ames,  Iowa 
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MERCY 

DELIVERS 


...swift patient  transport 
via  Mercy  Air  Life 

This  airborne  critical  care  center  offers 
swift  patient  transport  and  assistance  to 
hospitals  and  physicians  in  stabilization 
and  early  treatment  of  patients.  Air  Life, 
which  can  be  virtually  anywhere  in  Iowa 
within  one  hour,  is  a vital  transportation 
link  between  Mercy's  newly  expanded 
Emergency  Room  and  the  rest  of  the  state. 
Call  515-247-8777. 

...information  and  consultation, 
physician  to  physician 

Mercy's  Physician  Consulting  Service 
provides  an  effective,  efficient  way  to 
get  the  most  up-to-date  information  or 
consultation  you  desire  — from  physicians 
in  a broad  range  of  speciality  areas.  Call 
1 -800-66-MERCY,  Ext.  8655,  night  or  day. 


...information  on  your  patients 
The  Physician  Liaison  office  provides 
up-to-the-minute  information  about  your 
patients  admitted  to  Mercy  Hospital  Medical 
Center.  It  also  can  connect  you  with  other 
Mercy  services  like  Continuing  Medical 
Education. 

Call  the  Physician's  Line  — 
1-800-66-MERCY,  Ext.  8655 
for  information  about  these 
and  other  Mercy  services 
Heart  Center  • Pediatric  Heart  Center  • 
Cancer  Center  • Kidney  Center  • 
Neurological  and  Orthopedic  Services  • 
Alcohol  and  Drug  Recovery  • Special 
Care  Nursery  • Eating  Disorders  • Pain 
Center  • Radiology 
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HOSPITAL 

MEDICAL 

CENTER 


Sixth  & University  • Des  Moines,  Iowa  50314 
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The  officers  and  staff  of  the  Iowa  Medical  Society 
wish  you  a very  merry  Christmas  and  a happy 
New  Year. 
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Active  participation  is  key  to  success 
Patty  L.  Dunkel 
Chicago,  Illinois 
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Case  histories  of  accidental  ingestion 
Laurence  Fuortes,  M.D. 
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Why  Not  Treat  Your 
Practice  as  Well  as 
You  Treat  Your 
Patients? 


s business  professionals,  more  and  more 
physicians  are  looking  to  computer  systems 
to  dramatically  improve  productivity  and 
generate  timely  information  for  sound  financial 
management  and  superior  patient  care. 

Gain  Full  Control  of  Your  Practice 

Automate  your  business  with  a complete  medical 
practice  management  solution  from  Systems  Plus. 

The  Medical  Manager®  manages  your  individual  or 
group  practice  from  the  moment  a new  patient  calls  for 
an  appointment  through  billing  and  patient  recall. 


- Comprehensive  Features  - accounts  receivable,  insurance 
billing,  appointment  scheduling,  clinical  history,  hospital 
rounds,  referring  doctor  information,  procedure  and 
diagnosis  history 

-Accountability  - creates  over  100  detailed  office  manage- 
ment and  financial  reports.  Custom  Report  Generator 
available 


increased  efficiency,  productivity,  and  profita- 
bility while  gaining  tighter  control  over  the 
day-to-day  operations  of  their  businesses. 

For  more  information  and  a thorough  demon- 
stration of  The  Medical  Manager,  contact  your 
local  representative. 


- Electronic  Media  Claims  Module  - increases  cash  flow  by 
reducing  insurance  payment  turnaround  time.  The  EMC 
module  submits  and  tracks  "paperless"  insurance  claims 
via  modem,  diskette,  or  tape  to  multiple  claims  centers 
nationwide 

- Flexibility  - supports  popular  hardware  and  multi-user 
operating  environments  including  PC  DOS®,  Concurrent 
DOS",  Xenix®,  Unix®,  and  networks 


(GITTRG) 

COITlPUTCR  CGRTGR® 

1229  First  Avenue,  S.E.,  Cedar  Rapids,  IA  52402 
(319)  366-3600 


Over  the  past  7 years,  the  benefits  of  automating  medical 
practices  with  The  Medical  Manager  have  been  proven  in 
5,000  single  and  multi-user  installations  supporting  12,000 
physHans  nationwide.  Thousands  of  your  colleagues  have 


The  Medical  Manager  is  marketed  nationally  by  Systems  Plus,  Inc.  The  Medical  Manager  is  a 
registered  trademark  of  Personalized  Programming,  Inc.  Systems  Plus,  Inc.  and  its  logo  are  reg- 
istered trademarks  of  Systems  Plus,  Inc.  PC  DOS  is  a registered  trademark  of  IBM  Concurrent 
PC  DOS  is  a trademark  of  Digital  Research.  Unix  is  a registered  trademark  of  AT&T.  Xenix  is  a 
registered  trademark  of  Microsoft  Corporation. 


President's  Privilege 


A New  Year, 

A New  Opportunity 


The  latest  marketing  research  indicates 
women  are  key  health  care  consumers  and 
health  care  decision-makers  for  their  families. 
This  edition  of  iowa  medicine  focuses  on  sev- 
eral aspects  of  health  care  for  women.  This 
month  is  also  the  debut  of  a regular  monthly 
features  called  “Practice  Management."  In  the 
months  ahead,  this  column  will  provide  useful 
information  on  managing  the  business  side  of 
a medical  practice. 

Within  just  a few  days,  lawmakers  from 
across  Iowa  will  gather  in  Des  Moines  for  the 
1988  session  of  the  Iowa  General  Assembly. 
As  we  read  in  last  month's  issue  of  iowa  med- 
icine, this  legislative  session  promises  to  be  a 
key  one  for  Iowa  physicians. 

The  slate  of  bills  affecting  physicians 
scheduled  to  be  put  before  Iowa  legislators  this 
year  is  notable.  Tort  reform.  Mandatory  Med- 
icare assignment.  Scope  of  practice  expansion 
for  various  limited  health  care  practitioners. 
Repeal  of  the  seat  belt  law.  These  are  only  a 
few  items  on  a long  list  of  possible  legislation 
affecting  health  care  delivery. 

It's  been  said  more  than  once,  but  it  bears 
repeating.  NOW  IS  THE  TIME  to  contact  your 
legislator  and  discuss  your  perspective  on  these 
issues.  Let  your  legislator  know  how  the  lia- 


bility crisis  is  affecting  your  patients  and  your 
practice.  Tell  your  legislator  how  mandatory 
Medicare  assignment  would  hinder  your  free- 
dom to  assist  needy  elderly  patients.  Com- 
municate your  concern  over  expanding  prac- 
tice scopes  of  practitioners  who  are  inad- 
equately qualified  to  give  optimal  care  in  cer- 
tain areas.  Reiterate  our  conviction  that  seat 
belts  save  lives. 

During  the  next  few  months,  we  will  have 
a golden  opportunity  to  help  shape  laws  that 
affect  us  and  our  patients.  It's  not  too  late  to 
get  educated  and  get  involved. 
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Osteoporosis  — An  Overview 


PATRICK  M.  SULLIVAN,  M.D. 
Des  Moines,  Iowa 


Osteoporosis  — the  loss  of  critical  bone 
mass  — is  a disease  which  strikes  older 
white  women  at  a higher  rate  than  any 
other  segment  of  the  population.  The 
author  gives  an  overview  of  the  disease 
and  offers  suggestions  regarding  its 
treatment  and  prevention. 


Osteoporosis  was  first  described  in  the 
1920's.  This  rather  recent  appreciation 
of  a heterogeneous  group  of  bone  diseases  is 
reasonable  since  investigation  is  usually  di- 
rected towards  prominent  clinical  problems  of 
the  time.  As  mankind  controlled  infectious  and 
other  acute  diseases,  life  expectancy  increased 
and  diseases  such  as  osteoporosis  became  clin- 
ically evident.  Our  understanding  of  the  dis- 
ease and  its  treatment  and  prevention  contin- 
ues to  evolve. 

Osteoporosis  is  the  loss  of  bone  mass  evi- 
denced radiographically  by  osteopenia.  A se- 
vere loss  will  result  in  clinical  problems  such 
as  fractures.  There  are  many  etiologies  within 
the  heterogeneous  group  of  osteopenic  dis- 
orders. Scurvy  or  osteogenesis  imperfecta  are 
osteopenic  disorders  that  result  from  a colla- 
gen defect.  Decreased  mineral  availability  can 
result  in  osteomalacia.  Marrow  occupying  tu- 
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mors  such  as  multiple  myeloma,  Hodgkin's 
disease,  leukemia  and  lymphoma  present  an 
osteopenic  picture.  Hyperparathyroidism  and 
hyperthyroidism  are  endocrinopathies  that,  in 
addition  to  mechanical  disuse,  must  be  con- 
sidered in  the  differential  diagnosis. 

Senile  or  postmenopausal  osteoporosis  is 
the  main  focus  of  this  paper.  The  existence  of 
this  entity  does  not  necessarily  exclude  a con- 
comitant occurrence  of  other  causes  of  osteo- 
porosis. 

Who  Is  Vulnerable 

The  cause  of  postmenopausal  osteopo- 
rosis is  undetermined  but  a few  facts  are 
known.  Maximum  bone  density  is  reached 
sometime  around  age  35.  From  that  point  until 
menopause,  women  lose  bone  density  of  .1%- 
.3%  per  year.  After  menopause,  normal  senile 
bone  loss  accelerates  to  .7%- 1%  per  year.  De- 
spite the  lack  of  estrogen  receptors  in  bone, 
estrogen  has  a definite  but  indirect  effect  on 
bone  density.  Other  studies  have  shown  post- 
menopausal osteoporosis  is  a problem  of  bone 
remodeling  and  not  of  calcium  homeostasis. 
Although  a negative  balance  between  phases 
of  bone  formation  and  bone  resorption  exists, 
histomorphology  of  iliac  biopsies  reveals  a 
nonhomeogeneous  group.  Ten  percent  of  the 
group  shows  increased  remodeling,  30%  show 
decreased  osteoblastic  activity  and  60%  have 
a histomorphologic  picture  indistinguishable 
from  other  nonosteoporotic  patients. 

Epidemiologic  studies  have  yielded  fairly 
consistent  phenotypical  features  of  senile 
(postmenopausal)  osteoporosis.  Females  are 
more  commonly  involved  than  males.  People 
of  northwest  European  background  are  pre- 
disposed to  the  disease.  Most  patients  are 
white.  Slender  people  may  be  at  greater  risk 
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because  obese  people  have  higher  levels  of  cir- 
culating estrogen.  Other  common  features  in- 
clude a fair  complexion,  freckles,  blond  hair, 
hypermobility,  scoliosis  and  inactivity.  It  is  es- 
timated 15%  of  the  white  women  over  age  65 
have  the  disease. 

Osteoporosis  can  cause  significant  mor- 
bidity. Because  of  the  accelerated  loss  of  bone 
density,  the  osteoporotic  patient  is  at  much 
greater  risk  for  fracture.  Most  osteoporotic  pa- 
tients fall  below  a certain  bone  density,  i.e., 
fracture  threshold.  This  critical  bone  density 
is  one  of  several  variables  that  determine  frac- 
ture risk.  The  likelihood  of  reaching  the  frac- 
ture threshold  depends  on  the  maximal  amount 
of  bone  density  achieved,  the  rate  of  bone  loss 
and  the  length  of  time  over  which  this  loss  is 
maintained.  Estimates  show  by  age  80,  50%  of 
white  females  suffer  a crush  or  wedge  verte- 
bral fracture.  By  age  90,  one-third  of  white 
females  suffer  a hip  fracture.  Hip  fractures  in 
this  age  group  carry  a mortality  rate  of  40%  to 
70%  1 to  2 years  post  fracture.  Acute  care  cost 
for  osteoporotic  hip  fractures  is  over  $3  billion 
per  year.  The  wrist  is  the  third  common  site 
predisposed  to  fracture  in  osteoporotics. 

Diagnosis 

Laboratory  tests  in  postmenopausal  os- 
teoporosis are  usually  unremarkable.  Histo- 
morphology  of  the  transiliac  bone  biopsies  aids 
in  understanding  the  dynamics  of  a case  and 
helps  rule  out  other  contributing  causes. 

There  are  many  noninvasive  means  of  in- 
vestigation. Radiographic  evaluation  is  very 
imprecise  and  requires  a 30%  to  40%  bone  mass 
loss  before  osteopenia  can  be  detected.  Pho- 
todensitometry estimates  bone  mass  from  a 
measure  of  optical  density,  but  this  method 
does  not  compensate  well  for  the  soft  tissue 
thicknesses  in  the  region.  Single  photon  ab- 
sorptometry  uses  a nuclear  counter  to  measure 
the  attenuation  of  a monoenergenic  beam  by 
the  bone  through  which  it  passes.  Shortcom- 
ings of  this  technique  include  positional  vari- 
ability, region  variability  and  the  inability  to 
adequately  account  for  attenuation  by  soft  tis- 
sues. One  of  the  newer  techniques  is  double 
photon  absorptometry.  This  method  accounts 
for  soft  tissue  attenuation  and  can  be  applied 
to  the  axial  and  appendicular  skeleton.  How- 
ever, this  method  is  very  expensive  and  not 
in  wide  use.  Quantitative  computerized  to- 
mography allows  the  same  precision  and  ac- 


curacy as  a dual  photon  absorptometry,  but 
cost  and  availability  are  similar  shortcomings. 

Treatment  goals  are  curative  and  preven- 
tive. Curative  measures  deal  with  the  mobidity 
of  an  osteoporotic  fracture.  A crush  or  wedge 
vertebral  fracture  should  be  managed  with 
bedrest  and  analgesics  for  the  first  5 to  10  days. 
After  this,  progressive  mobilization  should  be- 
gin with  the  support  of  a soft  lumbosacral  cor- 
set. Most  of  these  fractures  heal  in  2 to  3 
months.  However,  each  osteoporotic  fracture 
contributes  to  the  kyphotic  posture  of  the 
spine.  Walking  in  an  upright  position  requires 
a compensatory  increase  in  lumbar  lordosis. 
Sometimes  this  results  in  postural  low  back 
pain.  The  treatment  is  bedrest,  anti-inflam- 
matories and  time.  Treatment  of  Colles'  frac- 
tures and  hip  fractures  in  an  osteoporotic  pa- 
tient is  the  same  as  for  a nonosteoporotic 
patient.  Both  have  similar  healing  potentials, 
but  osteoporotics  have  a higher  rate  of  com- 
plications such  as  failure  of  fixation  and  mal- 
union. 

Treatment 

Preventive  treatment  obviously  requires 
identification  of  the  susceptible  group.  The 
subgroup  suffering  their  first  osteoporotic 
fracture  are  easily  identified  and  probably  re- 
quire preventive  treatment  to  avoid  future 
morbidity.  Should  we  recommend  prophy- 
laxis or  screening  of  others  at  risk  to  identify 
the  subset  most  prone  to  the  acute  sequelae 
of  osteoporosis?  Recent  studies  suggest  single 
photon  absorptometry,  dual  photon  absorp- 
tometry and  quantitated  computerized  tomog- 
raphy can  determine  a critical  bone  density  or 
fracture  threshold  below  which  the  risk  of  frac- 
ture significantly  increases.  The  question  as  to 
which  does  this  best  is  undecided.  Could  the 
cost  of  massive  screening  be  justified?  Even  if 
precise  bone  density  information  is  obtainable, 
this  is  only  one  variable  in  a multifactorial  frac- 
ture problem.  In  addition  to  determining  ab- 
solute bone  density,  screening  may  help  de- 
termine the  rate  of  bone  density  loss,  response 
to  treatment  and  the  efficacy  of  new  treatments. 

Prevention  includes  avoidance,  exercise 
and  supplementation.  Excessive  use  of  to- 
bacco and  alcohol  should  be  avoided  as  they 
appear  to  have  a deleterious  effect  on  osteo- 
blastic function.  Also,  corticosteroids  inhibit 
bone  formation. 

(Please  turn  to  page  10) 
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Recent  studies  have  confirmed  that  me- 
chanical stimulus  provides  osteoregulatory 
signals  to  the  skeletal  system.  The  magnitude 
of  the  strain  (bend)  induced  by  a mechanical 
stimulus  helps  regulate  the  regional  amount 
of  bone  formation.  These  stimuli  need  to  occur 
briefly  but  at  recurrent  intervals.  The  exact 
clinical  exercise  program  to  take  advantage  of 
this  fact  remains  undetermined. 

Current  medical  supplementation  in- 
volves calcium,  vitamin  D,  estrogen  and  so- 
dium fluoride.  The  recommended  dose  of  el- 
emental calcium  for  a postmenopausal  patient 
is  1.5  grams.  Side  effects  of  calcium  are  con- 
stipation and  renal  calculi.  Estrogen  should  be 
contemplated  for  a patient  for  the  first  5-10 
years  post  menopause.  The  dose  should  be 
.625  mg.  daily.  Current  suggestion  is  to  use 
estrogen  for  3 weeks  followed  by  10  mg.  Pro- 
vera  per  day  for  the  remainder  of  the  month. 
This  decreases  possible  side  effects  of  estrogen 
including  increased  risk  of  uterine  cancer, 
stroke  and  thrombus.  Vitamin  D has  been  rec- 
ommended in  the  dose  of  400  to  800  interna- 
tional units  per  day  to  help  treat  any  unrec- 
ognized, associated  osteomalacia  that  coexist 
in  a significant  number  of  postmenopausal  os- 
teoporotic patients. 

Estrogen,  vitamin  D and  calcium  have 
been  shown  to  decrease  the  rate  of  bone  loss. 
However,  sodium  fluoride  must  be  used  to 
increase  bone  accretion.  Sodium  fluoride 
should  only  be  used  after  a significant  period 
of  calcium  and  vitamin  D administration  to 
treat  any  osteomalacia  component.  Other- 
wise, the  unmineralized  portion  of  osteoid  will 
be  worsened  by  the  sodium  fluoride  treat- 
ment. A suggested  dose  of  sodium  fluoride  is 
1 mg.  per  kg.  per  day  in  divided  doses.  (Usage 
of  sodium  fluoride  is  not  yet  approved  by  the 
F.D.A.)  Known  side  effects  are  nausea,  vom- 
iting and  arthralgias.  These  are  usually  self- 
limiting.  Suggested  usage  is  2 years  after  the 
last  spinal  fracture,  since  it  takes  1 to  2 years 
to  get  maximal  bone  accretion  from  the  sodium 
fluoride  therapy.  Physiologic  doses  of  calcium 
and  vitamin  D should  be  continued  indefi- 
nitely. Calcitonin  and  anabolic  steroids  might 
hold  promise  for  future  treatment  programs. 

References 
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Premenstrual  Syndrome 


SUSAN  R.  JOHNSON,  M.D. 
Iowa  City,  Iowa 


Close  to  85%  of  reproductive  age 
women  have  various  premenstrual 
symptoms  following  ovulation,  with  5% 
of  women  experiencing  symptoms  se- 
vere enough  to  interfere  with  their  abil- 
ity to  function.  The  author  discusses  di- 
agnosis and  possible  treatments  for 
premenstrual  syndrome,  or  PMS. 


Premenstrual  symptoms,  both  negative 
(described  in  this  article)  and  positive  (in- 
creased energy  and  libido)  are  common  in  ovu- 
lating women.  Only  about  15%  of  reproduc- 
tive age  women  do  not  experience  changes 
during  the  luteal  phase.  The  term  Premen- 
strual Syndrome  (PMS)  is  used  only  when  the 
symptoms  interfere  with  ability  to  function  in 
personal  relationships  and/or  work.  When  this 
severity  criteria  is  used,  only  about  5%  of 
women  in  the  reproductive  years  experience 
severe  premenstrual  symptoms;  15-20%  ex- 
perience symptoms  of  a moderate  nature. 

The  etiology  of  premenstrual  symptoms 
is  not  yet  defined.  Originally,  abnormal  levels 
of  peripherally  produced  progesterone  were 
the  main  suspect.  However,  careful  studies  of 
estrogen/progesterone  levels  have  failed  to 
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identify  a difference  between  women  with  and 
without  PMS.  More  recent  theories  involve  al- 
terations of  neurotransmitters  in  the  central 
nervous  system,  principally  in  the  hypothal- 
amus. Despite  uncertainty  over  the  precise 
changes,  there  is  growing  consensus  that  the 
underlying  cause  of  PMS  is  physiologic  rather 
than  psychologic  or  cultural. 

What  Is  PMS? 

PMS  is  defined  as  adverse  symptoms  oc- 
curring during  the  luteal  (premenstrual)  phase, 
followed  by  a postmenstrual  symptom  free  pe- 
riod. Several  aspects  of  this  definition  are  im- 
portant for  diagnosis.  The  syndrome  includes 
a variety  of  physical  (e.g.,  breast  tenderness, 
appetite  changes,  bloating)  and  emotional 
(e.g.,  irritability,  depression,  mood  swings, 
crying  spells)  symptoms.  The  symptoms  are 
present  only  during  the  luteal  phase;  for  most 
women  this  will  be  up  to  14  days  before  the 
onset  of  menses.  The  symptoms  should  be  ab- 
sent in  the  postmenstrual  phase.  Although  the 
symptoms  will  often  disappear  immediately 
with  the  onset  of  bleeding,  they  may  persist 
1 or  2 days  into  the  menstrual  flow. 

Premenstrual  syndrome  should  be  distin- 
guished from  dysmenorrhea  (menstrual 
cramps).  Although  there  are  some  symptoms 
which  may  occur  with  either  syndrome,  the 
primary  symptom  of  dysmenorrhea  is  cramp- 
ing. It  occurs  primarily  during  the  first  24-48 
hours  of  the  menstrual  flow. 

The  diagnosis  of  PMS  should  be  based  on 
a careful  history  which  documents  the  symp- 
tom complex  and  defines  its  duration,  severity 
and  functional  effect.  Physical  examination 
serves  primarily  to  exclude  other  conditions. 
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There  are  no  laboratory  tests  of  specific  value 
in  the  diagnosis  of  PMS.  An  occasional  woman 
may  have  symptoms  suggestive  of  hypothy- 
roidism, in  which  case  thyroid  function  stud- 
ies should  be  obtained.  Measuring  proges- 
terone and  estrogen  levels  is  of  no  value  in 
diagnosing  PMS. 

The  most  important  aspect  of  diagnosing 
PMS  is  examining  a prospectively  recorded 
chart  of  symptoms  kept  for  at  least  3 months. 
The  easiest  way  to  do  this  is  to  have  the  patient 
choose  5 or  6 significant  symptoms  and  keep 
a daily  record  of  their  presence  or  absence.  She 
should  also  record  the  dates  of  her  menstrual 
periods.  The  clinician  can  then  accurately  de- 
termine the  timing  pattern  of  the  symptoms. 
If  it  fits  the  pattern  described  above,  PMS  may 
be  present.  If  the  symptoms  are  present  on  a 
daily  basis  and  only  worsen  premenstrually, 
other  problems  should  be  considered. 

PMS  and  Depressive  Illness 

The  most  common  condition  to  be  con- 
sidered in  the  differential  diagnosis  of  PMS  is 
depressive  illness.  These  2 syndromes  can  have 
similar  symptoms,  but  the  pattern  differs.  The 
symptoms  of  depressive  illness  will  be  present 
every  day.  Confusion  can  result,  however,  be- 
cause depressive  illness  can  sometimes  worsen 
during  the  luteal  phase.  Careful  attention  to 
charting  symptoms  will  often  clarify  the  situ- 
ation. In  addition,  physical  symptoms  tend  to 
be  much  less  common  in  depressive  illness. 
Psychiatric  consultation  should  be  obtained 
when  necessary.  Women  with  severe  physical 
complaints  should  have  each  of  these  evalu- 
ated, considering  the  appropriate  differential 
diagnosis  for  that  symptom.  However,  it  is 
unusual  to  find  organic  physical  illness  in  this 
group  of  women. 

Most  women  with  premenstrual  symp- 
toms will  not  require  medication.  The  first  step 
in  the  management  of  PMS  is  informing  the 
patient  her  problem  seems  to  be  related  to  the 
menstrual  cycle  and  not  to  an  underlying  psy- 
chiatric problem.  Many  women  are  concerned 
they  are  "going  crazy"  and  will  be  very  reas- 
sured. Several  self-help  measures  are  of  value. 
The  scientific  basis  for  these  measures  is  not 
completely  understood,  but  in  practice  they 
are  of  benefit.  We  recommend  a balanced, 
healthy  diet  which  deemphasizes  salt,  alcohol, 
sugar  and  caffeine.  We  encourage  a program 


of  regular,  moderate,  aerobic  exercise.  Brisk 
walking  2 miles  a day,  4 days  a week  should 
be  sufficient.  It  is  clear  external  stressors  can 
interact  with  premenstrual  symptoms.  Women 
should  be  encouraged  to  identify  and  reduce 
stresses  at  work  and  home.  Counseling  to  help 
the  woman  deal  with  problems  causing  stress 
may  be  helpful.  When  possible,  the  husband 
or  partner  should  be  involved  to  provide  sup- 
port. 

Vitamin  therapy  is  commonly  recom- 
mended for  the  treatment  of  PMS,  but  its  ac- 
tual benefits  are  unclear.  However,  we  often 
recommend  a trial  of  a modest  dose  of  Vitamin 
B6  (no  more  than  100  mg  per  day)  for  3 months. 
It  should  be  continued  only  if  it  is  beneficial. 
Because  large  doses  of  Vitamin  B6  have  re- 
sulted in  peripheral  neurotoxicity,  the  woman 
should  be  told  not  to  increase  the  dose  on  her 
own.  There  is  no  evidence  multiple  vitamin 
preparations  are  of  greater  benefit  than  Vita- 
min B6  alone  and  they  are  considerably  more 
expensive. 

Drug  Therapy 

For  the  small  portion  of  women  who  fail 
to  respond  to  these  measures,  drug  therapy 
can  be  considered.  As  yet,  there  is  no  single 
agent  that  is  universally  helpful  in  the  treat- 
ment of  PMS.  Although  many  clinical  trials  of 
various  agents  have  been  performed,  the  re- 
sults are  often  difficult  to  interpret  because  of 
methodologic  problems.  Most  clinicians  select 
drug  therapy  from  a small  group  of  medica- 
tions that  have  been  anectodally  useful  in  clin- 
ical practice. 

We  currently  use  the  following:  Prosta- 
glandin inhibitors  (e.g.,  Ibuprofen  600  mg  t.i.d. 
during  the  luteal  phase),  natural  progesterone 
supplementation  and  spironolactone.  In 
women  who  fail  to  respond  to  any  of  these 
drugs,  a trial  of  ovulation  suppression  with 
either  a progestin  or  danazol  is  used.  All  these 
drugs  can  have  side-effects  and  are  not  inex- 
pensive, so  their  use  should  be  restricted  to 
women  who  fail  to  respond  to  self-help  meas- 
ures. 

The  question  may  be  raised  regarding  the 
value  of  a hysterectomy  with  bilateral  oopho- 
rectomy. Surgical  therapy  is  unnecessary  in 
the  vast  majority  of  women  with  PMS.  Surgery 
may  occasionally  be  considered  in  women  with 
severe  symptoms,  but  only  if  the  women  have 
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responded  to  a trial  of  ovulation  suppression 
with  either  a progestin  or  danazol  for  a min- 
imum of  4 to  6 months.  Generally,  fewer  than 
1 in  100  women  with  PMS  should  be  consid- 
ered for  surgical  therapy. 

The  days  when  a woman  is  told  the  symp- 
toms are  “all  in  her  head"  and  she  will  have 
to  “learn  to  live  with  them"  are  past.  Women 
who  complain  of  premenstrual  symptoms  de- 
serve a careful  evaluation  and  attempt  at  di- 
agnosis. For  the  majority,  understanding  the 
problem  and  improving  overall  health  with 
diet,  exercise  and  stress  reduction  will  provide 
sufficient  benefit.  For  the  few  with  severe  dis- 
abling symptoms,  relief  can  often  be  provided 
with  drug  therapy. 


"Foreign"  Doctors 


A few  weeks  ago,  an  invitation  was  re- 
ceived in  the  mail  to  attend  a medical 
educational  conference  in  Phoenix  on  “The  Fu- 
ture of  Brachy therapy."  Aside  from  the  fact 
that  some  of  us  don't  know  what  brachy- 
therapy  is,  we  were  struck  by  the  unusual 
names  of  a majority  of  the  guest  faculty:  An- 
atoly Dritschilo,  Albino  Flores,  Arnold  Her- 
skovic,  A1  Korba,  Alvaro  Martinez,  P.  J.  Na- 
na vati,  Ravinder  Nath,  Dattatreyudu  Nori,  and 
Zbigniew  Petrovich  — all  doctors  from  highly 
respected  medical  centers  in  this  country  (ex- 
cept one  from  Vancouver,  British  Columbia). 

What  kind  of  names  are  those?  Where  are 
the  good  old  Anglo-Saxon  and  Celtic  names 
— the  Smiths,  the  Mayos,  the  Petersons,  the 
O'Briens?  What's  going  on  here,  anyway? 

Well  this  is  what's  going  on:  We  are  being 
reminded,  once  again,  that  this  country  of  ours 
is  still  true  to  its  heritage.  Ours  is  the  great 
“melting  pot."  We  continue  to  receive  infu- 
sions of  ethnic  diversity  from  all  of  the  coun- 
tries of  the  world.  Therein  lies  one  of  our  great- 
est strengths. 

It  has  been  the  good  fortune  of  the  medical 
profession  in  recent  years  to  be  the  beneficiary 
of  many  of  these  new  Americans,  these  tal- 
ented "foreigners."  They  bring  credit  and  add 
distinction  to  our  profession.  — Daniel  F. 
Crowley,  M.D. 
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Questions  and  Answers 


For  Women  Only 


Charter  Women's  Center  in  Des  Moines 
is  the  first  comprehensive  clinic  of  its 
kind  in  Iowa  and  one  of  only  about  12 
in  the  country.  Here , the  Center's  med- 
ical director  — a Des  Moines  family 
practice  physician  — discusses  this  well- 
received  new  approach  to  women's 
health  care. 


Give  us  some  background  on  how  the  Charter 
Women's  Center  was  born. 

Late  in  1985,  Charter  Community  Hos- 
pital decided  to  establish  a medical  and  health 
services  center  for  women,  staffed  by  women. 
The  Center  opened  in  mid-August,  1986. 

The  decision  was  supported  by  marketing 
studies  and  the  services  of  Sally  Rynne,  pres- 
ident of  Women's  Health  Care  Consultants  and 
director  of  Chicago's  Women's  Health  Re- 
sources. Women's  Health  Resources  was  the 
first  freestanding  hospital-sponsored  wom- 
en's health  center  in  the  country  and  continues 
to  be  a national  model. 

As  medical  director  for  the  Charter  Wom- 
en's Center,  I worked  closely  with  Charter  ad- 
ministrators and  staff  in  the  Center's  devel- 
opment. I continue  to  provide  direction  and 
advice. 

What  is  the  purpose  behind  a medical  center 
devoted  solely  to  women? 


The  Center  is  representative  of  a national 
trend  in  women's  health  care  caused  by 
changes  in  the  health  care  industry  and  con- 
sumer needs  and  demands. 

The  women's  health  movement  and  the 
holistic  health  movement  of  the  1970's  called 
for  a more  participatory,  prevention-focused, 
interdisciplinary  approach  to  health  care.  There 
was  a growing  recognition  of  women's  unique 
health  care  needs. 

Finally,  as  new  regulations  emptied  hos- 
pital beds,  hospitals  turned  to  marketing  re- 
search for  direction.  Women  were  identified 
as  the  most  important  health  care  consumers 
and  the  health  care  decision  makers  for  their 
families. 

What  is  the  Center's  approach  to  women's  health 
care? 

The  Center  has  a multi-disciplinary,  team 
approach.  The  staff  includes  an  internal  med- 
icine physician  for  primary  care,  a registered 
dietician  for  nutritional  counseling,  a nurse 
practitioner  for  routine  well-woman  care,  ther- 
apists for  counseling  services  and  a fitness  spe- 
cialist for  evaluations  and  exercise  prescrip- 
tions. 

These  professionals  develop  and  offer  the 
Center's  wellness  programs  on  women  and 
weight  control,  PMS  management  and  stress 
management.  The  wellness  programs  utilize 
the  Center's  staff  to  offer  coordinated  treat- 
ment that  integrates  physiology,  diet,  exercise 
and  mental  health  concerns  for  women.  The 
team  approach  is  the  focus,  but  the  Center's 
clients  may  see  any  staff  member  exclusively. 
For  example,  physicians  from  other  offices  will 
often  refer  patients  to  the  Center's  dietitian  or 
therapist. 
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Is  the  Center  involved  with  health  education 
activities? 

A major  emphasis  is  provision  of  health 
information  and  educational  programming. 
The  Center  offers  public  workshops,  semi- 
nars, wellness  programs  and  fitness  classes. 
We  also  provide  in-house  contract  programs 
for  business  and  industry  in  the  Des  Moines 
area.  In  our  first  year,  over  500  people  partic- 
ipated in  these  programs. 

We  also  maintain  a small  public  library  of 
books,  journals,  newsletters  and  brochures 
devoted  to  women's  health  issues. 

What  has  been  the  reaction  to  the  Center  so  far? 

Terrific!  Charter  Women's  Center  clients 
complete  evaluation  forms  at  the  end  of  each 
visit  and  educational  program.  These  re- 
sponses show  a 100%  satisfaction  rate  and 
complimentary  remarks  on  all  aspects  of  the 
Center.  We  have  enjoyed  excellent  community 
support  and  interest,  especially  from  our  com- 
munity advisory  committee  and  local  media. 


Why  Buy  Equipment  For  Your 
Practice  . . . LEASE  IT  . . . and 
Increase  Your  Profits! 

Bankers  Leasing  Company  can  help  you  real- 
ize more  profits,  through  a specially-planned 
leasing  program  designed  to  fit  your  individual 
practice  needs.  Consider  these  advantages: 

• Leasing  lets  you  retain  cash  in  your  prac- 
tice and  keep  your  working  capital  working 
for  you 

• Lease  payments  are  100%  tax  deductible, 
when  properly  qualified 

• Leased  equipment  eliminates  obsoles- 
cence, allows  you  to  always  work  with  the 
latest  equipment  to  maintain  maximum  effi- 
ciency 

There  are  many  other  advantages  in  a pro- 
fessionally-planned Bankers  Leasing  program. 
Call  or  write  for  more  information. 

Bankers  Leasing  Company 

ATTN:  Jerry  Xanders  or  Dave  Selden 
1113  Locust  Street  • Des  Moines.  Iowa  50308 
Phone:  515/243-3690  or  Iowa  toll-free:  1-800-622-8335 


YOCON 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon®  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.1-2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.1  '3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. 1 >3'4  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  % tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon®  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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DOCTOR, 

Do  You  Need 
A Life  Insurance 
Check-up? 


Take  this  quiz  to  see!  Unless  you  answer  true  in  each  case, 
chances  are  you  need  to  look  at  your  insurance  condition! 


TRUE  FALSE 

I can  increase,  decrease,  or  stop 

premium  payments  without  affecting 
my  coverage. 

I can  change  my  coverages  without 

buying  additional  policies. 

I can  obtain  10%  to  1 1 % tax-deferred 

interest  on  my  existing  cash  values. 

I can  withdraw  my  cash  tax-free 

without  charge. 

I have  maximum  protection  from  my 

existing  policies. 


Important  as  it  is,  you  may  not  be  sure  of  your  personal  insurance 
situation.  Thatfs  where  we  can  help.  As  insurance  administrator 
for  the  Iowa  Medical  Society,  we  are  skilled  in  helping  member 
physicians  review  their  individual  circumstances.  We  can  offer 
you  full  analysis  of  your  personal  and  business  insurance  status. 
It's  part  of  our  service! 

We’ll  be  happy  to  have  you  call  to  arrange  a review  of  your  in- 
surance situation.  Please  ask  for  Mr.  Bernie  Lowe  and  Mr.  John 
Bain.  We’re  at  The  Prouty  Company. 

The  Prouty  Company 


Fallopian  Tube  Implantation 
For  Treatment  of  Mullerian 
Anomalies  and  Infertility 


LANE  A.  REEVES,  M.D. 
Waterloo,  Iowa 


Surgery  plays  an  important  role  in 
treatment  of  reproductive  problems  in 
women.  The  author  discusses  new  re- 
productive technologies  and  presents  a 
case  report  involving  successful  sur- 
gical treatment  of  a mullerian  anomaly. 


The  past  decade  has  seen  many  advances 
in  reproductive  medicine.  Gynecologic  mi- 
crosurgery has  come  of  age  and  surgeons  have 
clearly  documented  improved  conception  rates 
resulting  from  new  surgical  techiques  in  con- 
junction with  adherence  to  Halstedian  prin- 
ciples. There  are  reports  of  70-75%  pregnancy 
rates  following  tubal  reanastomosis  for  rever- 
sal of  some  sterilization  procedures  and  preg- 
nancy rates  of  60%  following  salpingo- 
ovariolysis  for  encapsulating  periadnexal 
adhesions.1- 2 


Dr.  Reeves  is  a specialist  in  gynecology  and  reproductive  endocri- 
nology. He  is  in  private  practice  in  Waterloo. 


Several  new  reproductive  technologies 
have  generated  interest  among  the  medical 
profession  and  public.  The  first  such  technique 
was  in-vitro  fertilization  (IVF).  Couples  with 
severe  tubal  disease,  absent  tubes,  endome- 
triosis or  oligozoospermia  can  often  conceive 
through  IVF.  The  better  centers  report  IVF 
conception  rates  of  20-25%  per  treatment  cycle.3 
This  rate  and  significant  patient  cost  for  an  IVF 
treatment  cycle  limit  wide-spread  application 
of  IVF  technology. 

Gamete  Intrafallopian  Transfer  (GIFT)  is 
another  new  reproductive  technology.  GIFT 
involves  using  an  ovulation  inducing  agent, 
usually  human  menopausal  gonadotropins 
(Pergonal),  to  stimulate  follicular  develop- 
ment. When  pelvic  sonography  and  serum  es- 
tradiol levels  indicate  ovulation  is  imminent, 
a laparoscopy  is  performed  and  oocytes  are 
needle  aspirated  from  the  ovaries.  The  pa- 
tient's husband  concomitantly  submits  a se- 
men sample  and,  after  sperm  preparation, 
spermatozoa  and  oocytes  are  laparoscopically 
introduced  into  the  distal  fallopian  tube  by 
means  of  a small  polyethylene  catheter.  Thus 
far,  only  limited  patient  series  have  been  re- 
ported, but  one  group  has  reported  a 48% 
pregnancy  rate.4 

Another  new  technology  is  nonsurgical 
ovum  transfer.  The  procedure  is  indicated  for 
patients  who  have  a uterus  but  no  ovaries,  or 
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Figure  1.  Hysterosalpingogram  demonstrating  a left 
unicornate  uterus  and  the  intramural  segment  of  the  tube 
(arrow). 


have  a genetic  defect  which  precludes  at- 
tempts to  conceive.  Semen  from  the  patient's 
husband  is  used  to  impregnate  an  ovum  do- 
nor. During  the  conceptional  week,  transcer- 
vical  uterine  lavage  is  performed  to  remove 
the  embryo  from  the  uterus  of  the  ovum  donor 
so  it  can  be  implanted  into  the  patient's  uterus. 
The  technique  is  new  and  has  been  utilized  by 
only  a few  couples. 

With  the  advent  of  new  technologies, 
some  clinicians  predicted  tubal  reconstructive 
surgery  would  become  a less  important  aspect 
of  treatment  of  infertility.  It  appears  the  pre- 
diction was  inaccurate.  During  the  past  10  years 
there  has  been  a significant  increase  in  the  de- 
mand for  reproductive  surgery.  Rapid  in- 
creases in  the  incidence  of  sexually  transmitted 
diseases  and  an  apparent  increase  in  the  fre- 
quency of  endometriosis  have  contributed  to 
the  need  for  surgical  correction  of  reproductive 
problems. 

Most  tubal  diseases  are  approached 
through  the  application  of  microsurgical  tech- 
niques. Treatment  of  a hydrosalpinx  and  distal 
tubal  obstruction  requires  a salpingoneos- 
tomy.  Uterotubal  junction  (UTJ)  obstruction  is 
also  common  and  presents  a difficult  surgical 
challenge.  Salpingitis  isthmica  nodosa,  or  en- 
dometriosis of  the  intramural  portion  of  the 
fallopian  tube,  often  causes  UTJ  obstruction. 


Infection  and  subsequent  inflammation  can  re- 
sult in  obstruction.5  UTJ  obstruction  can  usu- 
ally be  corrected  by  progressively  resecting  the 
isthmic  and  intramural  segments  of  the  fallo- 
pian tube.  When  a patent  proximal  tubal  seg- 
ment has  been  identified,  it  is  microsurgically 
anastomosed  to  the  distal  tubal  segment. 

Gomel  recently  reported  a patient  who  had 
a unicornate  uterus  and  had  previously  under- 
gone a unilateral  salpingectomy.  He  trans- 
posed the  contralateral  tube,  which  was  not 
in  proximity  to  the  uterus,  and  performed  a 
microsurgical  cornual-ampullary  tubal  anas- 
tomosis with  resultant  pregnancy.6  If  UTJ  ob- 
struction cannot  be  corrected  by  microsurgical 
reanastomosis,  the  reproductive  surgeon  may 
resort  to  tubal  implantation.  Tubal  resection 
and  reanastomosis  is  the  procedure  of  choice 
since  it  provides  better  pregnancy  results  than 
tubal  implantation.  Numerous  authors  have 
reported  post-implantation  pregnancy  rates  of 
approximately  40%.7  8This  case  report  is  pre- 
sented to  demonstrate  the  potential  of  recon- 
structive surgery  to  restore  fertility  in  a woman 
with  unusual  pelvic  anatomy  and  multifacto- 
rial infertility. 

Case  Report 

A 29-year-old  0-1-2-0  Caucasian  woman 
was  referred  for  evaluation  of  secondary  in- 
fertility. At  age  19  the  patient  delivered  a 24- 
week  stillborn  infant  with  congenital  anoma- 
lies. A uterine  curettage  was  performed  the 
day  of  delivery.  At  age  20  she  spontaneously 
aborted  at  12  weeks  gestation  and  a D&C  was 
performed.  At  age  21  the  patient  was  found 
to  have  a left  tubal  ectopic  pregnancy  and  was 
treated  by  total  salpingectomy.  She  was  told 
the  remaining  reproductive  organs  were  nor- 
mal and  she  would  soon  conceive. 

Investigation 

An  initial  hysterosalpingogram  suggested 
a left  uterus  unicornis.  A short  intramural  seg- 
ment of  fallopian  tube  could  be  visualized  (Fig- 
ure 1).  Serial  timed  endometrial  biopsies  his- 
tologically confirmed  the  presence  of  a luteal 
phase  defect.  An  excretory  urogram  was  nor- 
mal. A post-coital  test  and  a semenogram  were 
normal.  Basal  body  temperatures  suggested 
she  was  ovulating  regularly.  The  following 
studies  were  normal:  ANA  titer,  toxoplasmin 
C-F,  cytomegalic  inclusion  disease  titers. 
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Figure  2.  U-Uterus,  M-Mullerian  anlage,  T-Right  tube, 
O-Right  ovary. 


Figure  3.  Patent  right  fallopian  tube  with  spillage  of 
water-based  radio-opaque  media  into  peritoneal  cavity. 


herpes  culture,  TSH,  T-4,  direct  and  indirect 
Coombs  tests,  karyotypes  by  the  patient  and 
her  husband.  The  endocervical  canal  would 
not  admit  a #5  Hegar  dilator. 

In  October  1983,  a hysteroscopy-laparos- 
copy  was  performed.  The  uterine  cavity  was 
deviated  laterally  and  was  fusiform.  The  tubal 
ostium  was  visualized.  The  laparoscopy  re- 
vealed American  Fertility  Society  stage  I (min- 
imal) peritoneal  endometriosis.  The  entire  left 
tube  was  absent.  Both  ovaries  and  round  lig- 
aments appeared  normal  and  omental-left 
cornual  adhesions  were  present.  The  right 
mullerian  anlage  was  represented  by  a 2 X 2 
centimeter  nodule  of  tissue  which  was  con- 
fluent with  the  right  aspect  of  the  uterine  cor- 
pus. A 7 centimeter  segment  of  normal  ap- 
pearing fallopian  tube  was  connected  to  the 
lateral  aspect  of  the  rudimentary  right  hemi- 
uterus.  The  midampulla  of  the  right  fallopian 
tube  was  adherent  to  the  right  ovary.  It  was 
apparent  the  right  tube  could  not  be  satisfac- 
torily mobilized  to  permit  its  anastomosis  to 
the  remaining  intramural  segment  of  the  left 
tube  (Figure  2). 

Surgical  Procedure 

After  appropriate  counseling  of  the  cou- 
ple, reconstructive  surgery  was  undertaken  in 
December,  1983.  A laparotomy  was  performed 
and  the  adhesions  and  endometriosis  were  re- 
sected. The  right  mullerian  anlage  was  re- 
sected. Histologic  evaluation  later  confirmed 
the  presence  of  myometrium  with  basilar  en- 
dometrium. The  fallopian  tube  was  mobilized 
and  patency  was  documented  by  chromoper- 


tubation.  A Reamer  was  used  in  order  to  create 
a tunnel  through  the  full  thickness  of  the  right 
posterolateral  uterine  fundus.  A polyethylene 
splint  was  inserted  through  the  full  length  of 
the  tube  and  a portion  of  the  splint  was  left  in 
the  uterine  cavity.1  The  splint  helps  maintain 
tubal  immobilization  during  the  healing  proc- 
ess. The  proximal  fallopian  tube  was  inserted 
into  the  uterine  cavity  and  sutured  in  place. 
A modified  Gilliam  uterine  suspension  was 
performed. 

The  operative  procedure  was  performed 
in  accordance  with  the  precepts  of  gynecologic 
microsurgery.  Loupes  were  utilized  for  mag- 
nification. Tissues  were  handled  with  care  and 
continuously  irrigated  with  a physiologic  so- 
lution. A delicate  monopolar  microelectrode 
was  utilized  for  dissection  and  bipolar  cautery 
forceps  used  to  maintain  hemostasis. 

Post-operative  care 

The  polyethylene  splint  (Shirodkar  pros- 
thesis) was  left  in  place  for  6 months  following 
surgery.  Barrier  contraception  was  utilized. 
Due  to  the  patient's  prior  endometriosis,  dan- 
azol  was  administered.  During  the  danazol 
therapy,  monthly  liver  enzyme  determina- 
tions were  normal.  Six  months  postopera tively 
the  stent  was  removed  transcervically  and  the 
danazol  therapy  was  discontinued.  A post- 
operative hysterosalpingogram  was  then  ob- 
tained (Figure  3). 

Barrier  contraception  was  utilized  for  an- 
other 2 months,  following  which  progesterone 
vaginal  suppository  therapy  was  initiated  due 

(Please  turn  to  page  20) 
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to  her  luteal  phase  defect.  During  the  first  cycle 
of  her  progesterone  supplementation,  a timed 
endometrial  biopsy  demonstrated  the  endo- 
metrial histology  was  normal  and  in-phase. 
The  patient  conceived  during  her  second  cycle 
of  progesterone  therapy. 

Obstetrical  care 

The  patient's  pregnancy  was  uneventful. 
Progesterone  suppository  therapy  was  contin- 
ued until  she  was  8 weeks  pregnant.  When 
she  was  20  weeks  pregnant  her  obstetrician 
asked  her  to  quit  her  job  and  she  subsequently 
spent  most  of  her  time  at  rest.  The  patient 
spontaneously  entered  labor  at  37  weeks  ges- 
tation and  vaginal  delivery  produced  a normal 
2540  gram  female  infant.  The  patient  has  again 
conceived  and  is  now  13  weeks  pregnant. 

Summary 

This  is  the  report  of  a case  of  a surgically 
absent  tube,  mullerian  anomaly,  endome- 


triosis, pelvic  adhesions  and  a luteal  phase  de- 
fect. Successful  treatment  of  reproductive 
problems  often  requires  individualized  ther- 
apy and  multiple  treatment  modalities.  Repro- 
ductive surgery  continues  to  play  an  important 
role  in  the  treatment  of  reproductive  prob- 
lems. 
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Iowa  Methodist  Medical  Center 
Female  Breast  Cancer  Review: 
1977-1985 


RICHARD  W.  ADAMS,  M.D.  and 
VICKI  J.  PHILBEN,  M.D. 

Des  Moines,  Iowa 


Iowa  physicians  continue  to  educate  the 
public  about  breast  cancer.  This  article 
explores  1977-1985  breast  cancer  sta- 
tistics from  Iowa  Methodist  Medical 
Center  in  Des  Moines.  The  authors  dis- 
cuss how  Iowa's  breast  cancer  epide- 
miology compares  with  the  national 
picture. 


Breast  cancer  strikes  approximately  1 in 
11  American  women.  Most  medical  lit- 
erature on  breast  cancer  comes  from  large  re- 
search centers  or  nationwide  studies,  such  as 
those  done  by  the  American  College  of  Sur- 
geons Commission  on  Cancer.1-2  These  may 
not  always  reflect  the  experience  in  Iowa.  This 
article  discusses  breast  cancer  statistics  from 
the  past  9 years  at  Iowa  Methodist  Medical 
Center  in  Des  Moines  and  compares  those  sta- 
tistics with  national  findings. 


Dr.  Adams  is  associated  with  the  Iowa  Methodist  Medical  Center 
Department  of  Pathology.  Dr.  Philben  is  with  the  Department  of  Surgery 
at  Iowa  Methodist  Medical  Center. 


Materials  and  Methods 

A list  of  female  breast  cancer  patients  di- 
agnosed and  treated  at  Iowa  Methodist  Med- 
ical Center  was  provided  by  the  Iowa  Meth- 
odist Tumor  Registry.  Copies  of  the  surgical 
pathology  reports  were  obtained  and  re- 
viewed. The  surgical  pathology  report  was  ex- 
amined for  patient  age,  histologic  classifica- 
tion, tumor  size  and  axillary  node  status. 
Patients'  charts  were  examined  for  informa- 
tion about  quadrant  location. 

To  see  if  breast  tumors  were  diagnosed  at 
an  earlier  stage  from  1982-1985  compared  to 
1977-1981,  pathology  reports  of  patients  di- 
agnosed from  1982-1985  as  having  ductal  car- 
cinoma were  examined  for  information  on  tu- 
mor size  and  axillary  node  status. 

Results 

Table  1 shows  the  age  distribution  of  breast 
cancer  patients:  4.7%  of  patients  were  under 
40;  21.5%  were  under  50;  45.5%  were  between 
50  and  69.  Approximately  one-third  of  patients 
were  70  or  older. 

Table  2 shows  the  location  of  the  malig- 
nancies. There  is  a slight  preference  for  the  left 
breast.  A total  of  2.3%  of  patients  presented 
with  synchronous  bilateral  cancers.  It  is  im- 
portant to  note  7 of  the  10  patients  had  in  situ 
carcinoma  in  the  opposite  breast  while  only  3 
had  invasive  cancer  bilaterally.  Eighty  percent 
of  malignancies  occurred  in  the  outer  quadrant 
or  central  breast. 
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TABLE  1 

ACE  AT  FIRST  DIAGNOSIS  OF  BREAST  CANCER 


30-39 

20  ( 5%) 

40-49 

71  (17%) 

50-59 

100  (24%) 

60-69 

93  (22%) 

70-79 

89  (21%) 

80-89 

51  (11%) 

TOTAL 

424  (100%) 

TABLE  2 

LOCATION  OF  THE  TUMOR 

Right  Breast 

200 

Left  Breast 

219 

Right  and  Left 

10 

Upper  Outer 

218 

(51%) 

Lower  Outer 

53 

(13%) 

Central 

46 

(11%) 

Upper  Inner 

53 

(13%) 

Lower  Inner 

49 

(12%) 

TABLE  3 

MALIGNANT  BREAST  TUMORS  1977-1981 


Infiltrating  Ductal  318 

Infiltrating  Lobular  31 

Ductal  Carcinoma  in  Situ  27 

Lobular  Carcinoma  in  Situ  10 

Medullary  13 

Inflammatory  7 

Infiltrating  Ductal  and 

Lobular  Carcinoma  in  Situ  8 

Infiltrating  Ductal  and 

Infiltrating  Lobular  6 

Others  1 8 


TABLE  4 

NODE  INVOLVEMENT  BY  SIZE 

ALL  UPPER  OUTER,  CENTRAL,  LOWER  OUTER, 
DUCTAL  CARCINOMA 

INFILTRATING 

Under  1 .5  cm. 

25% 

1 .5  cm. -2.0  cm. 

30% 

2.1  cm. -2. 5 cm. 

70% 

2.6  cm. -3.0  cm. 

50% 

3.1  cm. -3. 5 cm. 

62% 

Greater  Than  3.6  cm. 

62% 

Table  3 shows  the  histologic  classification 
of  438  breast  malignancies  for  the  years  stud- 
ied. Seventy-one  percent  of  the  tumors  were 
pure  infiltrating  ductal  carcinoma;  7%  were 
pure  infiltrating  lobular.  Eighty-two  percent  of 
breast  malignancies  have  a ductal  component 
if  mixed  categories  are  added  to  pure  ductal 
types.  Likewise,  13.5%  of  tumors  had  a lobular 
component,  2.9%  of  tumors  were  medullary 
and  1.4%  were  colloid  type. 

Papillary  carcinoma  and  comedocarci- 
noma  were  very  uncommon  and  are  included 
in  the  ductal  category,  either  in  situ  or  inva- 
sive. There  were  only  3 papillary  carcinomas 
during  this  time,  1 with  limited  stromal  in- 
vasion and  2 in  situ  carcinomas. 

Fifty-five  percent  of  the  ductal  cancers 
were  2 cm.  or  less  in  diameter,  while  45%  were 
over  2 cm.  The  importance  of  this  size  category 
separation  is  shown  in  Table  4.  This  table  re- 
lates percent  of  patients  with  positive  axillary 
nodes  to  various  tumor  size  increments.  There 
was  significant  change  in  the  percent  of  pa- 
tients with  positive  nodes  after  the  tumor  ex- 
ceeds 2 cm.  in  diameter.  After  exceeding  2 cm., 
size  does  not  appear  to  relate  to  percent  of 
patients  with  positive  nodes.  In  this  institu- 
tion, there  were  very  few  tumors  over  3.6  cm. 
in  diameter.  There  were  7 patients  with  tu- 
mors over  5 cm.  and  6 of  these  had  positive 
axillary  nodes  (86%). 

There  were  411  women  treated  primarily 
for  breast  cancer  at  Iowa  Methodist  from  1982- 
1985.  Where  55%  of  the  tumors  were  less  than 
2 cm.  from  1977-1981,  only  48.4%  of  the  tu- 
mors were  2 cm.  or  less  from  1982-1985. 

Discussion 

The  Iowa  experience  in  the  epidemiology 
of  breast  cancer  is  very  similar  to  that  of  the 
nationwide  studies  and  referral  centers.  In  our 
study  and  the  American  College  of  Surgeons 
study,  the  peak  age  of  breast  cancer  is  from 
50  to  69. 2 However,  one  third  of  new  cases  of 
breast  cancer  will  occur  in  women  over  70. 
Women  in  this  age  group  will  benefit  from 
continued  surveillance. 

Breast  cancer  is  slightly  more  prevalent  in 
the  left  breast,  both  in  our  study  and  others.1 
The  upper  outer  quadrant  is  the  most  common 
location.3' 4 

Studies  in  the  U.S.  and  Europe  have 
shown  infiltrating  ductal  carcinoma  is  the  most 


22  / Iowa  Medicine 


common  cell  type.1- 5- 6 Seventy-one  percent  of 
patients  in  our  study  had  a pure  ductal  com- 
ponent; 82%  had  a ductal  component  if  mixed 
categories  are  added  to  pure  ductal  types. 

Fifty-five  percent  of  women  newly  diag- 
nosed at  Iowa  Methodist  had  tumors  less  than 
2 cm.  in  size.  This  is  no  better  or  worse  than 
the  45%  of  tumors  less  than  2 cm.  reported  by 
the  American  College  of  Surgeons.1-4  If  a 
woman  has  a tumor  less  than  2 cm.  (as  meas- 
ured by  the  pathologist)  5 and  10-year  survival 
rates  are  87%  and  67%  respectively.7  Larger 
tumors  show  progressively  worse  survival, 
even  when  axillary  node  metastases  are  not 
considered.  The  larger  the  tumor,  the  more 
likely  the  patient  is  to  have  axillary  nodes  which 
further  lessen  the  chance  of  survival.2- 3 Even 
with  greater  availability  of  mammography  and 
recent  publicity  about  breast  self  examination, 
the  percentage  of  tumors  2 cm.  or  less  was 
only  48.5%  from  1982-1985,  compared  to  55% 
from  1977-1981. 

Iowa  physicians  and  health  care  profes- 
sionals must  continue  efforts  to  educate  the 


public  about  monthly  breast  self  examination 
and  yearly  physical  examinations  by  a health 
professional.  American  Cancer  Society  rec- 
ommendations of  mammography  once  every 
1-2  years  from  age  40-50  and  yearly  mammog- 
raphy after  age  50  should  be  strictly  adhered 
to  in  an  effort  toward  earlier  diagnosis  of  breast 
cancer. 
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Subclavian  Vascular  Access 
Through  Area  of  Resected 
Clavicle 


RICHARD  L.  LAWTON,  M.D. 
Des  Moines,  Iowa 


The  subclavian  system  has  been  suc- 
cessfully used  for  vascular  access  in 
treatment  of  acute  renal  failure  for  pa- 
tients in  whom  conventional  access  sites 
have  been  exhausted.  The  author  de- 
scribes this  operative  procedure  and 
how  it  can  help  patients  on  long-term 
dialysis. 


Surgeons  are  quite  innovative  in  estab- 
lishing vascular  access  for  dialysis,  but  the 
literature  fails  to  reveal  an  instance  of  resection 
of  the  inner  third  of  clavicle  to  facilitate  access 
to  the  subclavian  system. 

The  subclavian  system  may  be  ap- 
proached percutaneously  from  the  supracla- 
vicular or  infraclavicular  route.  This  approach 
is  feasible  for  initiation  of  dialysis,  especially 
single  needle,  but  usually  requires  the  physi- 
cian to  place  the  catheters.1' 2 The  approach  is 
not  without  hazard,  particularly  via  the  infra- 
clavicular area,  and  is  not  always  successful. 


Dr.  Lawton  is  section  chief  of  general  surgery  at  Veterans  Admin- 
istration Medical  Center  in  Des  Moines  and  a clinical  professor  of  surgery 
at  University  of  Iowa  Hospitals  and  Clinics  in  Iowa  City. 


Despite  innovations  in  access  over  the  past 
decade,  there  are  problems  with  some  patients 
on  long-term  dialysis.  Some  have  been  on 
treatment  for  over  2 decades,  many  for  over 
10  years.  There  are  increasing  numbers  in  the 
geriatric  age  group  who  may  not  be  considered 
transplant  prospects.  It  would  be  desirable  to 
have  access  that  is  available  for  nurse  place- 
ment and  thus  allow  for  careful  planning  of 
initiation  of  dialysis. 

The  operation  can  be  done  under  local  or 
general  anesthesia.  If  "local"  is  used,  the  per- 
iosteum of  the  clavicle  must  be  carefully 
anesthetised.  Either  side  can  be  used.  In  the 
2 instances  reported  here,  the  left  side  was 
selected.  The  incision  should  be  made  subcla- 
vicular  to  place  it  below  the  area  of  subsequent 
needle  access  to  the  subclavian  system.  This 
prevents  excessive  scarring  in  the  area  where 
the  needles  will  be  repeatedly  placed.  A flap 
of  skin  and  subcutaneous  tissue  is  elevated 
and  retracted  superiorly. 

The  anterior  surface  of  the  clavicle  is  sub- 
cutaneous and  the  supraclavicular  nerves 
course  on  the  deep  fascia.  The  superior  border 
at  the  inner-third  offers  attachment  to  the  cla- 
vicular head  of  the  sterno-cleido  mastoid  mus- 
cle. At  the  lower  border  some  fibers  of  the 
pectoralis  major  muscle  have  their  origin. 
These  muscles  are  detached  through  their  ten- 
dinous attachments  extra-periosteally.  The 
costo-clavicular  ligament  will  be  sectioned  me- 
dially and  interiorly.  The  subclavian  muscle 
will  be  seen  either  behind  or  in  front  of  the 
costo-clavicular  ligament,  and  sectioned. 
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The  joint  is  opened  on  the  anterior  aspect 
revealing  the  intra-articular  cartilage.  Section 
of  inter-clavicular  ligament  will  allow  visual- 
ization of  the  joint.  The  clavicle  can  be  dislo- 
cated from  the  joint  and  the  remaining  joint 
capsule  sectioned  with  scissors.  The  clavicle  is 
dissected  extra-periosteally  to  prevent  re- 
growth of  bone.  It  must  be  detached  from  the 
inter-clavicular  ligament  and  the  joint  capsule. 
Care  should  be  exercised  in  the  extra-perios- 
teal dissection  because  the  subclavian  vein  is 
immediately  behind  the  sternoclavicular  artic- 
ulation. 

The  clavicle  is  sectioned  at  the  junction  of 
the  middle  and  inner-third  with  the  Gigli  saw 
after  thoroughly  anesthetizing  the  perios- 
teum. The  Gigli  cut  is  beveled  to  avoid  a bony 
prominence  under  the  skin.  After  resection  of 
the  clavicle,  the  venous  structures  pulsate  with 
cardiac  contractions  and  respiration.  The  skin 
and  subcutaneous  tissue  are  closed  in  layers 
using  absorbable  polyglycolate  suture  to  the 
subcutaneous  tissues  and  fine  nonabsorbable 
sutures  to  the  skin.  The  skin  may  also  be  ap- 
proximated with  tape. 

The  areas  are  allowed  to  heal  for  approx- 
imately 3 weeks,  after  which  the  needle  punc- 
ture of  the  subclavian  or  innominate  vein  can 
be  accomplished  with  ease.  Since  a skin  flap 
has  been  developed  for  exposure,  many  of  the 
supraclavicular  nerves  may  be  cut  leaving  the 
area  relatively  anesthetic. 

The  operation  has  been  performed  on  2 
patients.  Usual  sites  of  access  had  been  ex- 
hausted, and  both  patients  presented  many 
complications.  When  unique  access  is  consid- 
ered, the  patients  are  usually  failing  and  poorly 
dialyzed.  Both  patients  died  of  their  disease 
after  several  months;  however,  access  through 
the  subclavian  system  was  adequate.  Place- 
ment of  needles  or  catheters  into  the  subcla- 
vian system  is  facilitated  by  a slight  Trende- 
lenburg position.  This  also  discourages  air 
embolus.  When  the  patient  is  placed  in  head- 
down  position  there  is  a perceptible  increase 
in  fullness  in  the  subclavian  area.  This  is  also 
detectable  by  palpation.  Most  of  the  dialyses 
were  accomplished  with  a single  needle  tech- 
nique. It  is  usually  not  necessary  to  use  the 
Seldinger  technique  for  catheter  placement. 
The  intra-cath  type  is  used,  introduced  through 
a proper  sized  needle. 

Sterile  precautions  are  used  for  place- 
ment. After  connection  and  stabilization  of  the 


cannula  a small  mound  of  antiseptic  ointment 
is  placed  around  the  catheter-cutaneous  junc- 
tion and  a dry  sterile  dressing  is  applied.  At 
the  termination  of  dialysis  the  catheter  is  re- 
moved and  slight  pressure  held  over  the  open- 
ing. With  the  patient  in  semi-sitting  position, 
bleeding  is  minimal. 

Disability  for  the  operation  is  slight.  Func- 
tion of  the  extremity  is  minimally  compro- 
mised.3 The  clavicle  acts  as  a strut  to  help  sta- 
bilize the  upper  extremity.  It  is  the  only 
connection  of  the  extremity  to  the  axial  skel- 
eton via  sternum  and  ribs.  The  other  connec- 
tion of  the  extremity  to  the  rib  cage  is  through 
the  scapulo-thoracic  “virtual”  joint.  When  man 
assumed  the  upright  position,  the  hands  were 
freed  for  precise  and  delicate  work.  This  is 
partly  possible  by  stabilizing  the  glenohumeral 
joint  through  the  clavicle. 

This  technique  can  be  used  in  patients  in 
need  of  dialysis  whose  regular  sites  of  access 
are  exhausted.  In  addition  to  maintaining  ac- 
cess, it  is  necessary  to  consider  the  availability 
of  needle  placement  to  the  nursing  team  and 
the  patient's  decreased  discomfort  at  the  time 
of  dialysis  and  during  the  procedure.  As  trans- 
plantation becomes  more  satisfactory,  long- 
term dialysis  will  be  less  compelling. 
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Marion  E.  Alberts,  M.D. 


The  Editor  Comments 


Health  Care  for  Women 


In  recent  years  there  has  been  a tremendous 
increase  in  concern  over  women's  health 
care.  Impetus  for  these  concerns  has  come  from 
several  sources.  Needless  to  say,  the  great 
change  in  the  position  of  women  in  our  social 
structure  has  been  a primary  force.  Women 
have  a greater  voice  in  social  concerns  and  are 
on  a more  equal  status  with  men.  Some  would 
immediately  declare  much  more  needs  to  be 
done,  but  that  is  not  my  major  theme  in  this 
discussion. 

A second  major  aspect  of  the  change  in 
women's  health  care  has  been  the  striking  in- 
crease in  the  number  of  women  physicians. 
Data  from  the  American  Medical  Association 
reveals  the  number  of  women  practicing  med- 
icine increased  by  more  than  3 times  that  of 
the  number  of  men.  Women  were  12%  of  the 
physician  work  force  in  1980.  By  the  end  of 
1985  they  accounted  for  15%  of  the  total  phy- 
sician population. 

Another  facet  of  the  changes  in  care  of 
women  evokes  from  data  indicating  women 
physicians,  as  a group,  are  young.  By  the  end 
of  1985,  42%  were  under  35.  Only  7 percent 
were  65  or  older.  Interestingly,  nearly  one-third 
of  office-based  male  physicians  were  in  the 
same  age  group. 

These  facts  have  had  a definite  impact 
upon  the  medical  care  women  now  receive. 
More  women  are  entering  specialties  previ- 
ously considered  male  domains.  Eighty  years 
ago,  according  to  the  AMA  data,  more  than  a 
third  of  the  specialties  of  medicine  had  no 
women  in  training.  In  1985  women  were  in  all 


but  vascular  surgery.  Women  today  can  relate 
more  often  to  a professional  person  of  their 
own  sex  if  they  desire  to. 

There  has  been  criticism  of  male  physi- 
cians' attitudes  toward  ailments  peculiar  to 
women.  Such  pronouncements  must  be  rele- 
gated to  individual  instances  rather  than  the 


"Data  from  the  American  Medical  As- 
sociation reveals  the  number  of  women 
practicing  medicine  increased  by  more 
than  3 times  that  of  the  number  of 
men." 


general  state  of  medical  care.  As  times  change 
and  attitudes  are  revised  it  is  easy  to  make 
broad  statements  about  the  past.  Yet,  it  is  ev- 
ident there  is  increasing  awareness  in  our 
profession  that  change  is  needed  and  is  evolv- 
ing in  our  social  structure. 

This  issue  of  iowa  medicine  is  concerned 
with  these  areas  of  medical  care.  Health  care 
centers  for  women  are  emerging  in  Iowa.  One 
of  these  centers  is  featured.  Scientific  pres- 
entations this  month  relate  to  medical  issues 
peculiar  to  women.  It  is  in  the  public,  as  well 
as  the  professional  interest,  that  we  address 
these  most  important  changes  in  the  provision 
of  health  care  to  women.  Iowa  maintains  a 
high  standard  of  medical  care  and  shall  con- 
tinue this  responsibility  by  keeping  in  step  with 
social  change. 

This  issue  of  iowa  medicine  is  dedicated 
to  the  women  in  medicine  and  the  provision 
of  quality  health  care  to  the  women  in  Iowa. 
— M.E.A. 
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Richard  M.  Caplan,  M.D. 


CME  Notebook 


Alexis  St.  Martin  Now 
Rests  in  Peace 


t was  fun,  my  little  historical  quest. 

Driving  the  superhighway  from  Quebec 
to  Montreal,  my  wife  and  I turned  onto  a side 
road  for  a few  kilometers  to  seek  the  town  of 
St.  Thomas  and  the  church  cemetery  where 
Alexis  St.  Martin  was  buried  in  1880  at  age  86. 
We  found  the  town  on  an  exceedingly  warm 
and  sleepy  afternoon  "celebrating”  in  total 
summer  passivity  its  150th  anniversary.  The 
church,  open  but  empty,  proudly  displayed 
its  handsome  renovation  of  1983.  As  small 
town  churches  go,  it  was  surprisingly  opulent 
and  "dressed  up."  Of  much  greater  interest 
to  me,  though,  was  the  plaque  on  the  outer 
wall  that  faced  the  graveyard.  The  Canadian 
Physiological  Society  had  placed  it  there  in  1962 
to  commemorate  the  resting  place  of  a man  on 
whom  a sort  of  greatness  had  been  thrust. 

In  1822  Alexis  St.  Martin,  a young  French- 
Canadian  fur  trapper,  suffered  an  accidental 
gunshot  wound  to  his  left  upper  abdomen. 
That  happened  on  Mackinac  Island  at  the  con- 
fluence of  Lakes  Michigan  and  Huron,  where 
Dr.  William  Beaumont  was  stationed  as  an 
army  surgeon.  The  story  of  St.  Martin's  sur- 
vival and  subsequent  life  make  an  absorbing 
story  worthy  of  a niche  in  the  professional 


Dr.  Caplan  is  Associate  Dean  for  Continuing  Medical  Education  at 
The  University  of  Iowa  College  of  Medicine. 


memory  and  identity  of  every  physician.  The 
tale  has  a romantic  as  well  as  heroic  flavor.  It 
could  be  developed  as  the  plot  for  a soap  op- 
era: the  kind  ministrations  of  nature  and  Dr. 
Beaumont;  the  permanent  fistulous  opening 
into  St.  Martin's  stomach;  his  begrudging  ac- 
quiescence as  a research  subject  for  Dr.  Beau- 
mont, whose  exceedingly  clever  and  system- 
atic investigations  of  gastric  digestion  have  won 
him  the  title  of  "father  of  gastrointestinal 
physiology";  the  complexities  of  the  Beau- 
mont-St.  Martin  relationship  in  the  light  of 
modern  ethical  discussions  of  autonomy  and 
informed  consent,  and  so  on. 

Dr.  Beaumont  next  saw  duty  at  Prairie  du 
Chien,  Wisconsin,  across  the  Mississippi  from 
McGregor/Marquette,  Iowa.  The  Historical  So- 
ciety and  the  Medical  Society  of  Wisconsin  now 
operate  at  the  military  ruins  a well-presented 
museum  dealing  with  Beaumont  and  his  times. 
After  leaving  the  army,  he  settled  downriver 
in  St.  Louis,  Missouri,  where  he  practiced  until 
his  death  in  1853.  In  1902  the  St.  Louis  Medical 
Society  invited  the  famous  Dr.  William  Osier 
to  journey  from  Baltimore  to  deliver  a com- 
memorative lecture  about  Beaumont.  Osier  on 
Beaumont  makes  interesting  reading.  In  that 
essay  I discovered  that  Osier,  as  a young  fac- 
ulty member  in  Montreal,  learned  of  St.  Mar- 
tin's death  in  nearby  St.  Thomas  and  tried  un- 
successfully to  obtain  the  famous  stomach  as 
a specimen  for  the  U.S.  Army  medical  mu- 
seum. Osier  relates  how  the  family  of  St.  Mar- 
tin, sharing  the  man's  lifelong  anger  at  Beau- 
mont and  the  world  for  being  so  fascinated 
with  his  gastric  fistula,  and  determined  that 
no  one  should  lay  hands  on  it,  stood  guard 
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over  the  corpse  for  five  days  to  insure  its  being 
well  rotted,  and  then  buried  it  eight  feet  deep 
in  an  unmarked  grave. 

And  so  it  is  that  occasional  visitors  who 
know  the  story  make  their  way  a century  later 
to  this  little  cemetery.  Such  visits  represent,  I 
suppose,  a continuing  prurient  interest  in  that 
important  wound  and  the  saga  of  St.  Martin 
and  Beaumont.  The  army  remembers  its  fron- 
tier physiologist  through  William  Beaumont 
Army  Medical  Center  at  El  Paso,  Texas.  St. 
Martin's  grave  remains  unmarked.  Like  visit- 
ing the  Vienna  Cemetery  that  contains  the  cal- 
cific remnants  of  Mozart  in  an  unmarked  pau- 
per's grave,  one  goes  to  the  church  cemetery 
in  St.  Thomas  in  homage  to  the  dramatis  per- 
sonae and  the  idea  of  their  unusual  role,  so 
opportunistically  important  in  the  list  of  hu- 
man and  medical  milestones. 

One  might  think  that  St.  Martin  warrants 
memorialization  in  an  eponym,  as  has  occa- 
sionally happened  with  patients  (witness 


Hartnup's  disease,  Christmas  disease,  or  Lou 
Gehrig  disease)  or  with  caregivers  (Sister  Jo- 
seph nodule,  Hodgkin's  disease).  The  vagaries 
of  eponyms  make  a tale  worth  retelling  some 
other  time.  But  a persisting  gastric  fistula,  suit- 
able to  be  named  “St.  Martin's  fistula,"  cannot 
in  the  face  of  modern  surgical  techniques  ever 
occur  again.  The  story  must  be  remembered, 
then,  in  other  ways.  St.  Martin's  unhappy  ac- 
ceptance of  a fate  he  could  not  alter  — what 
was  he  to  do  other  than  say,  “If  I could  do  it 
all  over  again,  I certainly  wouldn't"  — prob- 
ably should  not  warrant  hero-status.  Yet  the 
final  words  on  the  commemorative  plaque 
seem  well  deserved:  “Through  his  affliction  he 
served  all  humanity."  All  of  us  who  practice 
medicine  owe  an  enormous  debt  to  our  own 
patients  and  other  patients  throughout  his- 
tory. Only  they  have  made  possible  the  ac- 
quiring of  knowledge  we  employ  each  day. 
And  without  that  knowledge  we've  no  hope 
to  exhibit  the  wisdom  to  which  we  aspire. 


Just  as  the  human  heart  controls  the  functions  of  the  body, 

effective  management  is  the  heart  of  an  efficient  medical  office. 

To  make  the  heart  of  your  office  stronger,  healthier, 
give  it  a dose  of  SOFTACTICS. 

Whfit  is/who  are  SOFTACTICS? 

A company  made  up  of  individuals  who  make  it  their  business  to  know  exactly  what  your  medical  office 
needs.  It  is  and  they  are  a professional  computer  software  firm  with  the  ability  and  equipment  to  design 
and  develop  software  that  is  among  the  most  technologically  advanced  on  the  market  today.  Software  customized 
to  fit  your  medical  office’s  special  management  requirements.  Affordable  software.  Software  that  handles 
insurance  claims,  patient  scheduling  and  billing,  general  ledger,  accounts  payable,  and  payroll  — all  fast 
and  accurately. 


For  more  information,  call  SOFTACTICS  today. 

1200  35TH  STREET 
SUITE  208 

WEST  DES  MOINES.  IOWA  50265 
(515)  224-4565 
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The  Federation  of  Organized  Medicine 


United 


Alan  R.  Nelson,  M.D. 
Chairman 
Board  of  Trustees 
American  Medical  Association 


I can  give  you  over  113  billion  good  reasons  to  belong 
to  the  American  Medical  Association:  Over  $113 
billion  which  constitutes  the  health  portion  of  the 
fiscal  year  1987  Department  of  Health  and  Human 
Services  budget. 

Physicians  and  the  patients  we  serve  need  a strong 
voice  in  how  those  dollars  are  spent  to  ensure  that 
patient  care,  teaching,  and  research  are  adequately 
funded.  The  AMA  is  the  best  vehicle  to  achieve  that 
needed  voice. 

Every  physician  is  affected  by  the  decisions  made  in 
Washington,  D.C.,  regarding  health  care.  Yet,  less  than 
half  of  the  physicians  in  this  country  are  AMA 
members. 

Over  75%  of  IMS  members  support  the  AMA 
through  membership.  IMS  sends  delegates  to  AMA 
meetings  twice  each  year  to  establish  AMA  policies. 
These  delegates,  representing  your  views,  are  the 
AMA.  But  we  need  to  make  our  AMA  as  strong  as 
it  can  possibly  be  if  we  are  to  save  the  health  care 
system  we  have  built,  a system  that  is  the  envy  of  the 
world. 

Medicine  must  unite  with  singleminded  dedication  to 
the  goals  which  all  physicians  share  — delivery  of  the 
highest  quality  of  care,  with  the  maximum  access 
permitted  by  available  resources. 

We  must  stand  together  in  our  national  professional 
association  so  that  the  AMA  has  the  resources  to  carry 
out  the  urgent  tasks  that  need  to  be  accomplished, 
such  as  pursuing  cost-effectiveness,  ameliorating  the 
professional  liability  crisis,  improving  physicians' 
image,  and  much,  much  more. 

Just  as  the  first  responsibility  of  each  physician  is  to 
the  patient,  we  have  a collective  responsibility  and 
vested  interest  in  how  our  nation  bridges  the  gap 
between  the  growing  health  needs  of  the  American 
people  and  limited  national  resources. 


Because  of  the  progressive  "graying"  of  the  popula- 
tion, the  high  cost  of  new  technology,  and  other 
factors,  the  clinical,  socioeconomic  and  political 
challenges  facing  America  will  only  grow  more 
challenging  with  time,  making  the  responsibility  of 
our  profession  to  the  American  people  progressively 
greater. 

The  AMA  is  the  only  organization  capable  of 
representing  the  entire  spectrum  of  medicine  at  the 
national  level.  Its  House  of  Delegates  is  now  406 
members  strong,  representing  all  50  states  and  the 
territories  of  Guam,  Puerto  Rico,  and  the  Virgin 
Islands,  69  specialty  organizations,  hospital  medical 
staffs,  medical  schools,  young  physicians,  resident 
physicians  and  medical  students  and  physicians  in  the 
military  and  public  health  services. 

The  AMA  House  is  truly  the  Congress  of  American 
Medicine,  and  every  physician  in  the  country  should 
be  willing  to  give  it  support  — support  that  becomes 
more  crucial  with  each  passing  year. 

In  the  face  of  burgeoning  federal  legislative  and 
regulatory  pressures,  American  medicine  needs  a 
strong,  unified  voice  to  enable  you  to  strive  to  achieve 
the  highest  quality  of  patient  care  with  a minimum 
of  regulatory,  legal,  legislative,  and  bureaucratic 
constraint.  In  1987,  nearly  300,000  physicians  and 
students  made  a commitment  to  strengthen  that  voice 
through  AMA  membership. 

AMA  membership  has  never  been  higher.  A large 
share  of  the  credit  for  this  record  membership  level 
goes  to  the  six  unified  states  — Delaware,  Illinois, 
Kansas,  Mississippi,  Oklahoma,  and  Virginia.  If  you 
want  to  make  us  stronger  so  we  can  serve  you  and 
your  patients  better,  I ask  you  to  make  a commitment 
to  unity  in  medicine  through  support  of  unification 
with  the  AMA.  Let  your  IMS  delegate  know  how  you 
feel.  It's  too  important  to  leave  to  others. 


m/t) 


Alan  R.  Nelson,  M.D. 


Practice  Management 


Office  Telephone  Service  — 
Making  a Wise  Choice 

Editor's  Note:  Beginning  this  month,  "Prac- 
tice Management"  will  be  a regular  feature  in  iowa 
medicine.  The  column  will  explore  topics  pertinent 
to  the  business  side  of  a medical  practice. 

When  choosing  an  office  telecommuni- 
cation service,  it  is  critically  important 
to  be  sure  the  system  meets  the  unique  re- 
quirements of  the  organization.  There  are  some 
nearly  consistent  maxims.  Therefore,  it  is  in- 
teresting to  encounter  a situation  which  con- 
tradicts these  maxims. 

Choosing  telephone  systems  for  physi- 
cians' offices  is  one  of  these  situations  . . . 

Broken  Maxim  #2:  Usually,  a busy  signal 
for  an  incoming  call  means  lost  business.  Most 
office  telephone  systems  are  designed  to  elim- 
inate busy  signals.  The  business  has  sufficient 
staff  to  take  care  of  calls  quickly  so  more  calls 
can  get  in.  This  is  not  the  case  in  many  phy- 
sicians' offices.  It  is  possible  a call  is  from  a 
new  patient,  but  physicians'  offices  generally 
cannot  afford  the  staff  necessary  to  handle  the 
influx  of  calls  during  peak  hours.  Conse- 
quently, it  is  not  desirable  to  have  many  lines 
coming  into  the  system  since  a busy  signal  is 
generally  better  than  ringing  with  no  answer. 
So,  the  size  of  the  telephone  system  is  based 
on  the  size  of  the  staff  rather  than  on  the  an- 
ticipated volume  of  calls.  However,  the  design 
must  be  adaptable  to  possible  expansion  of  the 
practice. 

Broken  Maxim  #2  — Obviously  there  are 
some  calls  you  want  to  receive  immediately. 
There  must  be  an  alternate  route  known  to 
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the  telecommunications  consulting  group  of  McGladrey,  Hendrickson 
and  Pullen  in  Des  Moines,  Iowa. 


those  who  need  it.  The  answer  is  private  lines 
from  the  hospital  or  separate  unlisted  tele- 
phone numbers  for  emergencies.  However,  a 
private  line  from  the  hospital  telephone  sys- 
tem can  cost  from  $40  to  $250  a month  and 
will  get  limited  use.  (A  standard  telephone  line 
costs  from  $40  to  $70  a month.)  Yet,  it  is  usu- 
ally a necessity. 

Broken  Maxim  #3  — Telephones  are  cheap. 
Each  telephone  on  a system  will  cost  between 
$500  to  $650.  A system  should  last  7 to  10  years. 
The  average  cost  per  month  for  a telephone  is 
less  than  $6.  It  doesn't  make  sense  not  to  put 
a telephone  where  it  is  needed. 

There  are  different  rules  for  examination 
rooms.  Patients  expect  to  have  your  undivided 
attention.  Yet,  there  are  demands  on  your  time 
that  necessitate  interruptions. 

The  best  compromise  is  an  intercom  sta- 
tion that  allows  hands-free  operation  for  emer- 
gency calls  only.  The  staff  can  communicate 
with  you  under  policies  you  control. 

In  some  respects,  physician  office  tele- 
phone systems  resemble  business  systems: 

• Cost  is  usually  higher  than  it  should  be. 
Rates  for  long  distance  services  have  changed 
about  every  6 months.  Local  line  rates  have 
been  erratic.  If  you  haven't  made  changes  in 
your  system  over  the  last  2 years,  you  are 
spending  too  much. 

• It  is  usually  better  to  purchase  the  sys- 
tem outright  or  on  lease/purchase,  than  to  rent. 
Since  1984,  AT&T  has  sold  in-place  equipment 
to  users.  Pay  back  time  compared  to  rental  can 
be  only  9 months.  However,  you  must  be  sure 
the  equipment  meets  your  needs.  Most  of  the 
remaining  rental  equipment  is  obsolete. 

Deregulation  of  the  telephone  industry  did 
not  make  managing  your  telephone  system 
easier.  The  responsibility  of  managing  your 
telecommunications  costs  were  transferred 
from  the  telephone  company  to  you.  If  you 
use  the  new  services  and  equipment,  you  can 
generally  keep  the  cost  in  line  and  retain  or 
gain  the  best  service  possible. 
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Radiation  Protection  In  Iowa 


Comprehensive  regulation  of  x-ray  ma- 
chines or  radioactive  materials  in  Iowa 
became  effective  January  1,  1979,  with  enact- 
ment of  “Radiation  Emitting  Equipment"  leg- 
islation. The  law  requires  the  Iowa  Depart- 
ment of  Public  Health  (IDPH)  to  insure  safe 
installation,  operation  and  use  of  radiation 
emitting  equipment  through  rulemaking,  reg- 
istration and  inspection.  Radiation  emitting 
equipment  includes  sources  of  ionizing  radia- 
tion such  as  x-ray  machines,  accelerators,  rad- 
ium and  accelerator-produced  radioactive  ma- 
terial not  under  the  jurisdiction  of  the  U.S. 
Nuclear  Regulatory  Commission  (NRC). 

The  IDPH  established  a radiation  control 
program  in  July  1979  and  promulgated  rules 
which  became  effective  in  July  1980.  Although 
Iowa  made  a belated  appearance  on  the  radia- 
tion control  regulatory  scene,  the  program  did 
profit  from  knowledge  gained  by  other  fed- 
eral, state  and  local  radiation  control  pro- 
grams. In  fact,  the  rules  Iowa  adopted  were 
extracted  from  recommendations  developed 
by  the  National  Conference  of  Radiation  Con- 
trol Program  Directors,  Inc.,  reflecting  several 
decades  of  experience.  These  rules  address 
safety  requirements  associated  with  ionizing 
radiation  emitting  equipment.  They  also  in- 
clude stipulations  regarding  maximum  expo- 
sure levels,  operating  procedures,  safety  in- 
structions, warnings  and  radiation  worker  and 
patient  protection. 

Registration  and  Inspection 
Of  Radiation  Machines 

As  of  July  1,  1987,  approximately  2,600 
proprietors  of  5,800  healing  arts  x-ray  ma- 
chines registered  their  equipment  with  the  Ra- 
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diological  Health  Section  (RHS)  of  the  depart- 
ment. Ninety  percent  of  registrations  are  from 
healing  arts  users  — private  practitioners,  hos- 
pitals, educational  institutions,  industries  and 
government  agencies.  Additional  registrations 
include  80  facilities  employing  nonhealing  arts 
radiation  machines  and  30  proprietors  of  par- 
ticle accelerators. 

The  RHS  also  conducts  comprehensive  in- 
spections throughout  the  state.  The  radiation 
emitting  equipment  inspected  consists  almost 
entirely  of  diagnostic  x-ray  machines  em- 
ployed in  the  healing  arts.  As  of  July  1,  1987, 
the  RHS  had  inspected  over  60%  of  x-ray  tubes. 
Major  emphasis  was  given  to  equipment  which 
might  pose  the  greatest  risk  to  public  health 
either  because  of  the  equipment's  antiquity  or 
improper  use. 

Approximately  15%  of  the  units  inspected 
possess  major  items  of  noncompliance.  The 
problems  identified  include  the  absence  of  a 
means  to  limit  the  useful  beam  of  the  x-ray  to 
the  portion  of  the  patient's  body  which  is  of 
clinical  interest  and  the  absence  of  operator 
protection  from  radiation  exposure. 

Almost  65%  of  the  units  inspected  were 
in  noncompliance  with  rules  of  lesser  public 
health  concern.  In  most  cases,  minor  viola- 
tions can  be  rectified  by  establishing  safety 
procedures  and  other  instructional  guidance 
to  the  operator  or  by  adjusting  and  calibrating 
equipment.  All  noncompliant  equipment 
identified  has  been  or  is  in  the  process  of  being 
corrected. 

Healing  Arts  Screening 

Healing  arts  screening  can  be  defined  as 
the  intentional  exposure  of  individuals  to 
x-ray  for  diagnostic  purposes  without  the  spe- 
cific and  individual  order  of  a licensed  prac- 
titioner of  the  healing  arts.  The  Iowa  Admin- 
istrative Code  permits  only  those  screening 
practices  which  have  been  approved  by  IDPH. 

(Please  turn  to  page  36) 
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Convenient  500-mg  bJ.d. 
losage  and  demonstrated 
ffectiveness  for 
reatment  of: 

skin  and  skin  structure  infections* 
uncomplicated  cystitis* 
pharyngitis* 


New  hydrochloride  salt  form  of  cephalexin— 
requires  no  conversion  in  the  stomach  before 
absorption 

Well-tolerated  therapy 
May  be  taken  without  regard  to  meals 

r other  indicated  infections,  2 50- mg  tablets  available 
' q.i.d . dosage 


riced  less  than  KeflexWaM) 


ftab  is  contraindicated  in  patients  with  known  allergy  to  the 
phalosporins  and  should  be  given  cautiously  to  penicillin- 
isitive  patients. 

nicillin  is  the  drug  of  choice  in  the  treatment  and  prevention 
streptococcal  infections,  including  the  prophylaxis 
rheumatic  fever. 


KEFTAB" 

(cephalexin  hydrochloride  monohydrate) 

Summary:  Consult  the  package  literature  for 
prescribing  information. 

Indications  and  Usage: 

Respiratory  tract  infections  caused  by  susceptible 
strains  of  Streptococcus  pneumoniae  and  group  A 
/3-hemolytic  streptococci. 

Skin  and  skin  structure  infections  caused  by  sus- 
ceptible strains  of  Staphylococcus  aureus  and/or 
/3-hemolytic  streptococci. 

Bone  infections  caused  by  susceptible  strains  of 
S aureus  and/or  Proteus  mirabilis. 

Genitourinary  tract  infections,  including  acute  pros- 
tatitis, caused  by  susceptible  strains  of  Escherichia 
coli,  P mirabilis,  and  Klebsiella  sp. 

Contraindication:  Known  allergy  to  cephalosporins. 

Warnings:  KEFTAB  SHOULD  BE  ADMINISTERED 
CAUTIOUSLY  TO  PENICILLIN-SENSITIVE  PA- 
TIENTS. PENICILLINS  AND  CEPHALOSPORINS 
SHOW  PARTIAL  CROSS-ALLERGENICITY.  POSSI- 
BLE REACTIONS  INCLUDE  ANAPHYLAXIS. 
Administer  cautiously  to  allergic  patients. 
Pseudomembranous  colitis  has  been  reported  with 
virtually  all  broad-spectrum  antibiotics.  It  must  be 
considered  in  differential  diagnosis  of  antibiotic- 
associated  diarrhea.  Colon  flora  is  altered  by  broad- 
spectrum  antibiotic  treatment,  possibly  resulting  in 
antibiotic-associated  colitis. 

Precautions: 

• Discontinue  Keftab  in  the  event  of  allergic  reac- 
tions to  it. 

• Prolonged  use  may  result  in  overgrowth  of  nonsus- 
ceptible  organisms. 

• Positive  direct  Coombs'  tests  have  been  reported 
during  treatment  with  cephalosporins. 

• Keftab  should  be  administered  cautiously  in  the 
presence  of  markedly  impaired  renal  function.  Al- 
though dosage  adjustments  in  moderate  to  severe 
renal  impairment  are  usually  not  required,  careful 
clinical  observation  and  laboratory  studies  should 
be  made. 

• Broad-spectrum  antibiotics  should  be  prescribed 
with  caution  in  individuals  with  a history  of  gas- 
trointestinal disease,  particularly  colitis. 

• Safety  and  effectiveness  have  not  been  determined 
in  pregnancy  and  lactation.  Cephalexin  is  excreted 
in  mother's  milk.  Exercise  caution  in  prescribing 
Keftab  for  these  patients. 

• Safety  and  effectiveness  in  children  have  not  been 
established. 

Adverse  Reactions: 

• Gastrointestinal,  including  diarrhea  and,  rarely,  nau- 
sea and  vomiting.  Transient  hepatitis  and  chole- 
static jaundice  have  been  reported  rarely. 

• Hypersensitivity  in  the  form  of  rash,  urticaria,  angio- 
edema,  and,  rarely,  erythema  multiforme,  Stevens- 
Johnson  syndrome,  or  toxic  epidermal  necrolysis. 

• Anaphylaxis  has  been  reported. 

• Other  reactions  have  included  genital/anal  pruri- 
tus, genital  moniliasis,  vaginitis/vaginal  discharge, 
dizziness,  fatigue,  headache,  eosinophilia,  neutro- 
penia, and  thrombocytopenia;  reversible  interstitial 
nephritis  has  been  reported  rarely. 

• Cephalosporins  have  been  implicated  in  trigger- 
ing seizures,  particularly  in  patients  with  renal 
impairment. 

• Abnormalities  in  laboratory  test  results  included 
slight  elevations  in  aspartate  aminotransferase 
(AST,  SGOT)  and  alanine  aminotransferase  (ALT. 
SGPT).  False-positive  reactions  for  glucose  in  the 
urine  may  occur  with  Benedict's  or  Fehling’s  solu- 
tion and  Clinitest®  tablets  but  not  with  Tes-Tape® 
(Glucose  Enzymatic  Test  Strip,  USR  Lilly). 
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Until  the  promulgation  of  these  rules,  no 
legal  restriction  against  indiscriminate  expo- 
sure to  x-ray  existed  in  Iowa.  A number  of 
large  industrial  employers  were  regularly  hir- 
ing out-of-state  mobile  x-ray  services  to  con- 
duct annual  chest  x-ray  examinations  which 
were,  in  some  cases,  required  by  the  employer 
or  by  a labor  contract.  Implementation  of  these 
regulatory  provisions  has  significantly  de- 
creased unwarranted  healing  arts  screening. 

Current  rules  are  intended  to  minimize, 
if  not  preclude,  random  and  arbitrary  screen- 
ing. For  instance,  IDPH  approval  has  been  jus- 
tified for  chest  x-ray  screening  of  workers  ex- 
posed to  asbestos  or  silicon  dusts. 

X-ray  examination  at  the  discretion  and 
prerogative  of  a licensed  practitioner  who 
needs  radiographic  information  for  diagnostic 
purposes  is  not  healing  arts  screening  and  is 
not  subject  to  restriction.  This  requirement 
hopefully  serves  to  reduce  unnecessary  x-ray 
exposure  to  the  public  by  reducing  the  number 
of  x-rays  taken  for  purposes  of  legal  liability, 
insurance  claims,  workmen's  compensation  or 
where  the  probability  of  receiving  a healing 
arts  benefit  is  extremely  remote. 

Operator  Training  Requirements 

"Minimum  Training  Standards  for  Diag- 
nostic Radiographers"  became  effective  Janu- 
ary 1983.  These  standards  apply  to  operators 
of  diagnostic  x-ray  equipment  employed  in  the 
healing  arts  other  than  dentistry  or  veterinary 
medicine.  Licensed  practitioners  in  medicine, 
osteopathy,  chiropractic,  podiatry  and  physi- 
cian assistants  under  the  provision  of  Iowa 
Code,  Section  148C.1,  also  are  exempt  from 
these  rules.  These  standards  establish  training 
requirements  for  2 categories  of  diagnostic  ra- 
diographers: general  and  limited.  On  January 
1, 1987,  fee  provisions  were  added  to  the  rules; 
on  July  1,  1987,  testing  and  continuing  edu- 
cation requirements  were  added. 

General  diagnostic  radiographers  are  those 
who  may  apply  x-ray  to  any  portion  of  the 
human  body  to  obtain  a radiograph.  Success- 
ful completion  of  a 2-year  training  program 
(identical  to  what  is  necessary  to  obtain  na- 


tional certification)  is  required  for  the  general 
category.  The  national  examination  taken  by 
a general  radiographer  satisfies  IDPH  testing 
requirements.  Those  certified  at  the  general 
category  are  required  to  obtain  24  clock  hours 
of  continuing  education  over  a 2-year  period. 

The  limited  category  includes  individuals 
who  radiograph  specific  portions  of  the  hu- 
man body  (e.g.,  chests,  extremities,  etc.)  or 
are  in  the  practice  of  chiropractic  or  podiatry. 
Training  programs  for  limited  diagnostic  ra- 
diographers must  be  specifically  recognized  by 
the  IDPH:  applicants  take  a departmental  test 
and  are  required  to  take  12  clock  hours  of  con- 
tinuing education  over  a 2-year  period. 

Licensing  and  Inspection 
Of  Radiation  Material 

The  Iowa  Code  was  amended  in  1984,  au- 
thorizing the  Governor  to  enter  into  an  agree- 
ment with  the  U.  S.  Nuclear  Regulatory  Com- 
mission (NRC),  to  give  the  state  authority  to 
license  and  inspect  all  persons  possessing  ra- 
dioactive materials  (RAM)  in  Iowa. 

There  are  now  approximately  200  RAM 
licensees  in  Iowa.  The  RHS,  Bureau  of  Envi- 
ronmental Health,  issues  new  licenses,  renew- 
als, amendments  and  performs  periodic  in- 
spections of  licensees.  RAM  is  used  widely  in 
hospitals,  industry,  educational  institutions, 
research  facilities,  medical  vans,  civil  defense 
and  by  private  physicians. 

All  license  applicants  are  required  to  sub- 
mit detailed  information  on  their  proposed  ac- 
tivities for  review  by  IDPH  personnel  prior  to 
issuance  of  the  license.  The  frequency  of  fa- 
cility inspection  varies  depending  on  the  type 
of  license.  All  inspections  are  designed  to  pro- 
vide a thorough  review  of  the  licensees'  ra- 
diation safety  programs  as  they  relate  to  the 
health  and  safety  of  individuals.  Inspections 
conducted  have  revealed  only  minor  viola- 
tions. Licensees  in  violation  are  required  to 
submit  to  the  IDPH  a written  plan  to  correct 
the  violations.  The  IDPH  may  reinspect  facil- 
ities to  insure  compliance.  Most  licensees  have 
demonstrated  their  competence  as  it  relates  to 
safe  use  of  RAM. 

Specific  information  on  the  radiological 
health  program  is  available  from  Donald  A. 
Flater,  Supervisor,  Radiological  Health  Sec- 
tion, Iowa  Department  of  Public  Health,  Lucas 
State  Office  Building,  Des  Moines,  Iowa  50319- 
0075,  515/281-3478. 
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Losing  Your  Patience 
Over  Office  Management  Problems? 


MicroAge  Has  Computers  for  Medical  Management! 

MicroAge  is  committed  to  computerized  medical  solutions!  We  have  the  productivity  tools  physicians 
need  to  take  management  worries  off  their  backs:  IBM,  AT&T  Compaq,  Hewlett-Packard  and  Altos.  At 
West  Des  Moines'  MicroAge,  you'll  find  the  medical  know-how  physicians  can  depend  on  for  training, 
service  and  support. 

MicroAge  Takes  Management  Worries  Off  Your  Back! 

• Fast,  accurate  insurance  handling  • Safe,  protected  records 

• Tight  control  over  receivables  • Physician  productivity  analysis 

• Efficient  patient  scheduling  and  handling  • Rapid  print-outs  of  statements  and  charges 

• Electronic  Claims  • Comprehensive  accounting  system 


/MicroAge 

“ The  Solution  Store  ” 

West  Des  Moines 

2900  University 
(Clock  Tower  Square) 

(515)  224-4005 

FREE  COMPUTER  INFORMATION-FOR  PHYSICIANS  ONLY! 


Please  send  me  more  information  on  how  a computerized  medical  management 
system  will  reduce  labor  costs  and  speed  up  billing.  I understand  this  request  does 


not  obligate  me  in  any  way. 
Name 

Snecialtv 

Office  Address 

City 

State 

Send  to:  MicroAge,  2900  University,  West  Des  Moines  50265 
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November  1987  Morbidity  Report 


Disease 

Nov. 

1987 

Total 

1987 

to 

Date 

1986 

to 

Date 

Most  Nov.  Cases 
Reported  From 
These  Counties 

Disease 

Nov. 

1987 

Total 

1987 

to 

Date 

1986 

to 

Date 

Most  Nov.  Cases 
Reported  From 
These  Counties 

AIDS 

3 

34 

19 

NA 

Malaria 

1 

6 

1 

Johnson 

Amebiasis 

2 

35 

51 

Boone,  lohnson 

Meningitis 

Brucellosis 

0 

3 

5 

aseptic 

7 

73 

57 

Scattered 

Chickenpox 

340 

8062 

7070 

Scattered 

bacterial 

9 

78 

83 

Scattered 

Campylobacter 

26 

274 

344 

Scattered 

meningococcal 

2 

5 

11 

Dallas,  Union 

Cytomegalovirus 

0 

25 

19 

Mumps 

24 

438 

50 

Scattered 

Eatons  Agent 

Pertussis 

2 

57 

19 

Mitchell,  Polk 

Infection 

6 

60 

24 

Scattered 

Rabies  in  animals 

23 

254 

177 

Scattered 

Encephalitis,  viral 

1 

13 

30 

Allamakee 

Reye  Syndrome 

0 

0 

0 

Erythema 

Rheumatic  Fever 

0 

3 

6 

Infectiosum 

2 

889 

262 

Franklin,  Linn 

Rubella 

Gastroenteritis 

(German 

(GIV) 

2744 

15992 

15412 

Scattered 

measles) 

0 

1 

1 

Giardiasis 

36 

396 

371 

Scattered 

Measles 

0 

0 

134 

Hepatitis,  A 

4 

95 

39 

Black  Hawk,  Polk 

Salmonellosis 

15 

170 

279 

Scattered 

Hepatitis,  B 

2 

103 

82 

Black  Hawk,  Lucas 

Shigellosis 

11 

95 

21 

Scattered 

Hepatitis,  Non 

Toxic  Shock 

A-B 

2 

28 

26 

Clayton,  Johnson 

Syndrome 

0 

5 

8 

Hepatitis 

Tuberculosis 

type  unspecified 

1 

7 

1 

Lee 

total  ill 

2 

40 

46 

Hardin,  Woodbury 

Herpes  Simplex 

99 

1 110 

1177 

Scattered 

bact.  pos. 

3 

39 

42 

Hardin,  Poweshiek, 

Herpes  Zoster 

0 

2 

0 

Woodbury 

Histoplasmosis 

3 

16 

20 

Clayton,  Marion, 

Typhoid  Fever 

0 

0 

1 

Polk 

Venereal  diseases 

Infectious 

Gonorrhea 

202 

2715 

3603 

Scattered 

mononucleosis 

14 

164 

214 

Scattered 

Chlamydia 

256 

3307 

2462 

Scattered 

Influenza, 

Syphilis 

1 

26 

9 

Harrison 

lab  confirmed 

0 

67 

247 

Influenza-like 

Other  Non-Reportable  Diseases:  Enterovirus  — 1,  Dubuque; 

illness  (URI) 

3417 

33653 

80044 

Scattered 

Ureaplasma  Urealyti 

cum  — 

■ 2,  Cerro  Gordo;  2,  Dubuque;  5, 

Legionellosis 

0 

10 

14 

Johnson. 

Recent  Books 


Edelson,  Edward,  1987,  The  ABC's  of  Pre- 
scription Drugs,  Doubleday  and  Company,  Inc., 
New  York,  New  York,  $12.95.  A relatively 
small  concise  home  reference  guide  to  the  most 
commonly  prescribed  drugs.  The  greater  part 
of  the  book  is  devoted  to  various  disease  and 
drug  profiles  associated  with  their  treatment. 
Brand  and  generic  names  are  given;  then,  con- 
cisely there  is  further  description  of  side  ef- 
fects, general  precautions  of  use  and  interac- 
tions with  other  drugs.  The  consumer  will  find 
this  book  of  interest. 


Hager,  Thomas  and  Kessler,  Lauren,  1987, 
Staying  Young,  Facts  on  File  Publications,  New 
York,  New  York,  $17.95.  Each  organ-system 
has  peculiarities  of  change  with  on-going  years. 
This  book  looks  at  these  changes  system  by 
system.  Consideration  is  given  to  various  pos- 
sibilities by  which  natural  changes  may  be 
modified. 

Bernat,  James  L.  and  Vincent,  Frederic 
R.  M.,  1987,  Neurology,  Problems  in  Pregnancy 
Care,  Medical  Economics  Company,  Oradell, 
New  Jersey,  Paperback,  $39.95.  This  new  pub- 
lication will  serve  as  a practical  office  or  bed- 
side guide  for  the  primary  care  physician  when 
concerned  with  the  more  common  neurologic 
complaints  and  disorders.  Though  not  a com- 
prehensive textbook  of  neurology,  it  will  serve 
well  on  the  hospital  ward  or  in  the  office. 
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Medical  News/Products  and  Programs 


CONDOMS  ARE  NOT  100%  EFFECTIVE  — 

Although  the  use  of  a condom  can  provide 
protection  against  infection  with  the  AIDS  vi- 
rus, this  protection  is  by  no  means  complete, 
according  to  the  report  Answers  About  AIDS, 
published  by  the  American  Council  on  Science 
and  Health  (ACSH),  an  independent  scientific 
organization.  To  obtain  a copy  of  the  report 
Answers  About  AIDS,  send  a self-addressed, 
stamped  (66tf  postage),  business-size  (#10)  en- 
velope to  AIDS  Report,  ACSH,  47  Maple  St., 
Summit,  New  Jersey  07901. 


LIFESAVER  — Dantrium®  (dantrolene  so- 
dium) IV,  is  now  indicated  for  the  prophylac- 
tic, preoperative  treatment  of  malignant  hy- 
perthermia (MH)  in  MH  susceptible 


individuals.  Dantrium  IV  is  the  only  agent  spe- 
cific for  life  threatening  malignant  hyperther- 
mia. 

Prophylactic  treatment  of  malignant  hy- 
perthermia with  Dantrium  IV  consists  of  ad- 
ministering the  drug  I.V.  at  a dose  of  2.5  mg/ 
kg  one  hour  preoperatively.  Patients  should 
continue  to  be  monitored  carefully  during  and 
after  surgery  for  any  signs  of  malignant  hy- 
perthermia. Sufficient  Dantrium  IV  should  be 
also  kept  close  at  hand  during  surgery. 

Specific  questions  concerning  the  use  of 
Dantrium  IV  to  pretreat  or  treat  malignant  hy- 
perthermia should  be  directed  to  Dr.  J.  M. 
Burns,  Medical  Department,  Norwich  Eaton 
Pharmaceuticals,  Inc.,  Norwich,  New  York 
13815.  In  emergencies,  call  the  Malignant  Hy- 
perthermia Hotline  209/634-4917,  and  request 
Index  0. 


HERE'S  ONE  DOCTOR  MHO  WON'T  PAY 
HIS  MALPRACTICE  PREMIUMS  THIS  YEAR. 


The  Army  covers  his  pre- 
miums. Since  he’s  an  Army  Physi- 
cian, there  are  a lot  of  worries 
associated  with  private  practice  that 
he  won’t  have  to  contend  with.  Like 
excessive  paperwork,  and  the  over- 
head costs  incurred  in  running  a 
private  practice. 

What  he  will  get  is  a highly 
challenging,  highly  rewarding  expe- 
rience. The  Army  offers  varied  as- 
signments, chances  to  specialize,  or 
further  your  education,  and  to  work 
with  a team  of  dedicated  health  care 
professionals.  Plus  a generous  bene- 
fits package. 

If  you’re  interested  in  practic- 
ing high  quality  health  care  with  a 
minimum  of  administrative  burdens, 
examine  Army  medicine.  Talk  to 
your  local  Army  Medical  Department 
Counselor  for  more  information. 

Major  Mike  Edwards 
816/891-7720 

ARMY  MEDICINE. 
BEALLYOUCANBE. 
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Health  Care 
Coverage 
That  Wasn’t  Born 

Yesterday 

The  changes  in  health  care  and  health  coverage  in  the 
last  five  decades  have  been  tremendous.  And,  through  it 
all,  Iowa’s  Blue  Cross  and  Blue  Shield  Plans  have  set  the 
pace.  All  the  while,  we  have  worked  diligently  to  help  our 
customers  get  the  most  out  of  their  health  care  dollars,  to 
provide  excellence  in  service  and  to  give  our  members 
cost-efficient,  quality  benefits.  Like  Total  Health  Network 
of  Iowa  (THN),  our  innovative  health  maintenance  orga- 
nization... ALLIANCE,  our  aggressive  benefit  manage- 
ment program... Delta  Dental  Plan  of  Iowa... and  Iowa 
Pharmacy  Service  Corporation. 

We’ve  worked  50  years  to  provide  lowans  affordable, 
high-quality  health  care.  And  you  can  be  sure  that  we’ll 
be  doing  the  same  for  another  50  years.  It’s  a tradition 
we’re  proud  of. ..and  one  you  can  count  on  when  you 
“Carry  the  Caring  Card.” 


Blue  Cross 
Blue  Shield 


Des  Moines/Sioux  City 


About  Iowa  Physicians 


Dr.  Eileen  M.  Robb  opened  her  medical  prac- 
tice in  Monroe.  Dr.  Robb  received  the  M.D. 
degree  at  George  Washington  University  in 
Washington,  D.C.  and  recently  completed  her 
residency  in  internal  medicine  at  Kaiser  Per- 
manente  Medical  Center,  Oakland,  California. 
Dr.  Michael  McCormick  will  join  the  Bluff 
Medical  Center  in  DeWitt.  Dr.  McCormick  cur- 
rently is  practicing  in  California  and  will  re- 
place Dr.  Wallace  Ash  who  recently  joined  the 
McFarland  Clinic  in  Slater.  Dr.  B.  J.  William- 
son, longtime  Keokuk  physician,  has  retired 
from  medical  practice.  Dr.  Williamson  re- 
ceived the  M.D.  degree  at  Northwestern  Uni- 
versity School  of  Medicine.  He  began  medical 
practice  in  Keokuk  in  1957.  Dr.  Claire  V.  Lind- 
holm  has  retired  following  35  years  of  practice 


in  Armstrong.  Dr.  Lindholm  received  the  M.D. 
degree  from  the  U.  of  I.  College  of  Medicine. 
Dr.  Steve  Sumey  will  assume  Dr.  Lindholm's 
practice.  Dr.  Sumey  received  the  M.D.  degree 
from  the  University  of  Minnesota  School  of 
Medicine  and  completed  his  residency  at  Uni- 
versity of  Minnesota  Hospital.  Prior  to  locating 
in  Armstrong,  Dr.  Sumey  practiced  family 
medicine  in  Windom,  Minnesota.  Dr.  Law- 
rence Magruder  has  joined  the  Orange  City 
clinic.  Dr.  Magruder  received  the  M.D.  degree 
from  the  University  of  Texas  Medical  Center, 
Galveston,  Texas.  Dr.  Robert  W.  Warner  has 
joined  Dr.  John  A.  Okerbloom  at  Heartland 
Oncology  and  Hematology  in  Council  Bluffs. 
Dr.  Warner  received  the  M.D.  degree  at 
(Please  turn  to  page  44) 


oa 


Clay  Adams 


QBCn 


Hematology  results  as  easy  as 
a spun  hematocrit 

7 minutes  to  results . . . fast  and  easy 

► Collect  fingerstick  or  venous  sample 

► Centrifuge  sample  in  QBC®  tube  for  5 minutes 

► Insert  tube  in  QBC  II  and  read  results  on  digital  display 

7 important  blood  parameters 

Hawkeye  Medical  Supply,  Inc. 


HOME  OFFICE:  225  E PRENTISS  STREET,  IOWA  CITY,  IA  52244  (319)  337-3121 
BRANCH  OFFICE:  7212  UNIVERSITY  AVE.,  DES  MOINES,  IA  50311  (515)  274-4015 

‘After  the  sale  . . . it's  the  SERVICE  that  counts. 


IOWA  WATS 
1-800-272-6448 


January  1988  / 43 


ABOUT  IOWA  PHYSICIANS 


(Continued  from  page  43) 


West  Union.  Dr.  Burk  received  the  M.D.  de- 
gree from  the  University  of  Tennessee  Medical 
School  in  Memphis  and  most  recently  was  as- 
sociated with  the  Synder  Clinic,  Winfield, 
Kansas. 


Creighton  University  School  of  Medicine  and 
completed  his  residency  at  Creighton  Univer- 
sity Hospitals.  Dr.  Larry  H.  Boeke,  West 
Union,  ended  his  20  year  practice  at  Palmer 
Memorial  Hospital  and  the  Gundersen  Clinic 
to  accept  a position  at  Mercy  Hospital  in  Cedar 
Rapids.  Dr.  Mitch  Bernstrom  has  joined  Med- 
ical Associates  of  Cedar  Falls.  Dr.  Bernstrom 
received  the  M.D.  degree  at  the  University  of 
Minnesota  School  of  Medicine  and  served  his 
residency  at  St.  Joseph  Mercy  Hospital  in  Ma- 
son City.  Also  joining  Medical  Associates  of 
Cedar  Falls  is  Dr.  James  C.  Peterson.  Dr.  Pe- 
terson received  the  M.D.  degree  at  the  U.  of  I. 
College  of  Medicine  and  served  his  residency 
at  Scott  Air  Force  Base  in  Illinois.  Dr.  H.  War- 
ren Burk  has  joined  the  Gundersen  Clinic  in 


Deaths 


Dr.  Felix  T.  Hach,  68,  Las  Vegas,  Nevada, 
formerly  of  Ankeny,  died  October  25,  1987,  at 
his  home.  Dr.  Hach  received  his  medical  ed- 
ucation in  Germany  and  was  affiliated  with 
the  Ankeny  Medical  Clinic  for  30  years  before 
retiring  in  1982. 

Dr.  Deepak  Bose,  28,  Hamburg,  died  October 
28,  1987,  as  a result  of  a car  accident  near  Des 
Moines.  Dr.  Bose  had  been  associated  with 
Grape  Community  Hospital  for  three  and  one- 
half  months.  He  received  the  M.D.  degree  at 
St.  George's  University  School  of  Medicine. 


The  complete 
journal  for 
family  practice 
physicians 

■ Reaches  79,000  family  physicians  monthly 

■ Presents  the  most  commonly  seen  patient 
problems  in  family  practice 

■ Written  by  physicians  for  physicians 

■ The  most  current  clinical  updates  in: 

Cardiology  Ob/Gyn 
Diabetes  Psychiatry 

Pediatrics  Gastroenterology 

■ Provides  20  hours  of  CME  Category  1 Credit 


PRACTICAL  ■ CLINICAL  ■ EDUCATIONAL  ■ CURRENT 


44  / Iowa  Medicine 


IMMEDIATE  OPENING  — Family  Practice  BE/BC  to  join  young  ag- 
gressive multi-specialty  group  located  in  North  Central  Iowa.  New 
building  to  open  1988,  fully  equipped  and  well-staffed.  Fifteen  minutes 
to  progressive  community  hospital.  Excellent  community  for  family  and 
personal  growth.  For  additional  information  write  No.  1575,  Iowa  Med- 
ical Society,  1001  Grand  Avenue,  West  Des  Moines,  Iowa  50265. 


DIRECTOR,  OCCUPATIONAL  HEALTH  — Opportunity  to  direct 
growing  occupational  health  service  in  large  midwestern  city.  Position 
offers  a variety  of  challenges  in  conjunction  with  joint  programs  in 
sports  medicine  and  executive  fitness.  BE/BC  with  1-2  yrs.  experience 
a plus.  Competitive  salary,  incentives,  and  a negotiable  benefits  pack- 
age. Contact  Jim  Davis,  TYLER  & CO.,  9040  Roswell  Rd.,  Atlanta, 
Georgia  404/641-6411. 


SOUTHEASTERN  IOWA  — Seeking  director,  full-time,  and  part-time 
physician  for  new  50-bed  hospital  emergency  department  in  south- 
eastern Iowa.  Attractive  hourly  compensation  and  malpractice  insur- 
ance provided.  Benefit  package  available.  Contact  Emergency  Consul- 
tants, Inc.,  2240  S.  Airport  Road,  Room  43,  Traverse  City,  Michigan 
49684,  1-800/253-1795  or  in  Michigan  1-800/632-3496. 


EXCELLENT  POSITION  AVAILABLE  — Cedar  Rapids,  Iowa  for  a BC/ 
BE  family  physician  who  is  interested  in  a salaried  position  with  no 
evening  or  weekend  call,  paid  malpractice,  and  competitive  compen- 
sation. Hours  are  8 A.M.  to  5 P.M.  Monday-Friday.  In  addition  to  lab, 
x-ray,  minor  emergency  care,  and  industrial  medicine,  the  practice  has 
a growing  family  practice  component.  Salary  and  benefits  commen- 
surate with  experience.  For  additional  information,  send  CV  to  Sally 
Rodgers,  STL  Health  Resources,  1026  A Avenue  NE,  Cedar  Rapids, 
Iowa  52402.  Telephone  319/369-8021. 


$145,000.00  INCOME  — Family  Practice  Group  aggressively  seeking 
fourth  physician  for  their  group.  Contact  Wiltfang-Paulson  Clinic,  1129 
Spencer  Street,  Grinnell,  Iowa  50112.  Phone  515/236-3163. 


LOCUM  TENENS 
PHYSICIANS 


Join  a comprehensive  physician  support 
service  with  a major  medical  center  in 
south  central  Montana. 

Locum  physicians  provide  primary  care 
coverage  (excl.  routine  OB)  for  physicians 
in  rural  Montana  and  Wyoming. 
Assignments  vary  in  length.  Reimburse- 
ment for  expenses,  malpractice,  health 
insurance,  CME. 

Call  Locum  Tenens  Coordinator 
1-800-3 25-1 774 

Or  send  CV: 

1500  Poly  Drive,  Suite  103 
Billings,  MT  59102 
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Physicians'  Directory 


ALLERGY 


RICHARD  L.  COOLEY,  M.D. 
PARK  CLINIC 
MASON  CITY  50401 
515/421-5677 


ROGER  I.  CEILLEY,  M.D. 

|.  WILLIAM  HOLTZE,  M.D. 

1212  PLEASANT,  SUITE  402 
DES  MOINES  50309 
515/244-0136 

DERMATOLOGY,  DERMATOLOGIC 
SURGERY  AND  MOHS' 
CHEMOSURGERY  FOR  SKIN  CANCER 


NEONATOLOGY 


S.  SAHU,  M.D.,  F.A.A.P. 

S.  SIDDIQUI,  M.D. 
NEWBORN  SPECIALIST,  P.C. 
421  LAUREL 
DES  MOINES  50314 
24  HOUR  515/244-0377 


PEDIATRIC  AND  ADULT  ALLERGY,  P.C. 
GEORGE  G.  CAUDILL,  M.D. 

VELJKO  K.  ZIVKOVICH,  M.D. 

1212  PLEASANT,  SUITE  110 
DES  MOINES  50309 
515/244-7229 

CERTIFIED  BY  AMERICAN  BOARD  OF 
ALLERGY  & IMMUNOLOGY  IN 
PEDIATRIC  & ADULT  ALLERGY 


ALLERGY  INSTITUTE,  P.C. 

A.  Y.  AL-SHASH,  M.D. 

1701  22ND  STREET,  SUITE  207 
WEST  DES  MOINES  50265 
515/223-8622 


JOHN  A.  CAFFREY,  M.D.,  P.C. 
1212  PLEASANT,  SUITE  106 
DES  MOINES  50309 
515/243-0590 

ALLERGY  & IMMUNOLOGY 


CARDIOLOGY 


CARDIOLOGY  CONSULTANTS,  P.C. 

A.  L.  CHUGHTAI,  M.D.,  F.A.C.C. 

M.  L.  KWATRA,  M.D. 

1069  FIFTH  STREET 
DES  MOINES  50314 
515/244-1352 
PRACTICE  LIMITED  TO 
CARDIOVASCULAR  DISEASES  — ALL 
INVASIVE  AND  NONINVASIVE 
PROCEDURES 


RANDALL  R.  MAHARRY,  M.D. 
1212  PLEASANT,  SUITE  406 
DES  MOINES  50309 
515/243-8676 


ELECTRODIAGNOSIS 


BURTON  STONE,  M.D. 

BURLINGTON  MEDICAL  CENTER 
2910  MADISON  AVENUE 
BURLINGTON  52601 
319/754-7841 

ELECTROMYOGRAPHY  & NERVE 
CONDUCTION  VELOCITY  STUDIES, 
PHYSICAL  MEDICINE  & 
REHABILITATION,  KLEIN 
REHABILITATION  UNIT 


GASTROENTEROLOGY 


DIAGNOSTIC  GASTROENTEROLOGY 
ASSOCIATES,  P.C. 

Y.  PRUSAK,  M.D. 

HARVEY  GILLER,  D.O. 

JEFFREY  STAHL,  M.D. 

943  19TH 

DES  MOINES  50311 
515/288-6097 

PRACTICE  LIMITED  TO 
GASTROENTEROLOGY  AND 
GASTROINTESTINAL  ENDOSCOPY 


NEUROLOGY 


NEUROLOGICAL  ASSOCIATES  OF 
DES  MOINES,  P.C. 

MICHAEL  J.  STEIN,  D.O. 

DAVID  L.  FRIEDGOOD,  D.O. 

STEVEN  R.  ADELMAN,  D.O. 

JOSEPH  M.  DORO,  D.O. 

1750  28TH  STREET,  SUITE  1 
WEST  DES  MOINES  50265 
515/223-1917 

NEUROLOGY,  ELECTROMYOGRAPHY, 
ELECTROENCEPHALOGRAPHY 


NEUROSURGERY 


NEURO-ASSOCIATES,  P.C. 

ROBERT  C.  JONES,  M.D. 

STUART  R.  WINSTON,  M.D. 

1034  FOURTH 
DES  MOINES  50314 
515/283-2217 

PRACTICE  LIMITED  TO  NEUROSURGERY 


JAMES  R.  LAMORGESE,  M.D. 

1519  CENTER  POINT  RD.,  N.E. 

CEDAR  RAPIDS  50402 
319/366-0481 

PRACTICE  LIMITED  TO  NEUROSURGERY 


HOSUNG  CHUNG,  M.D. 

SCHOITZ  MEDICAL  ARTS  CENTER 
2055  KIMBALL,  SUITE  155 
WATERLOO  50702 
319/232-8756 

PRACTICE  LIMITED  TO  NEUROSURGERY 


DERMATOLOGY 


ROBERT  J.  BARRY,  M.D. 

1030  FIFTH  AVE.,  S.E. 

CEDAR  RAPIDS  52403 
319/366-7541 

PRACTICE  LIMITED  TO  DISEASES, 
CANCER  AND  SURGERY  OF  SKIN 


INFECTIOUS  DISEASES 


CHEST,  INFECTIOUS  DISEASES  & 
ASSOCIATES,  P.C. 

DANIEL  H.  GERVICH,  M.D. 
INFECTIOUS  DISEASES 
1000  SEVENTY-THIRD  STREET 
SUITE  #3,  WESTGATE  PLAZA 
DES  MOINES  50311 
24  HOUR  515/224-1777 


EUGENE  E.  HERZBERGER,  M.D. 

300  NORTH  GRANDVIEW 
DUBUQUE  52001 
319/557-1550 

PRACTICE  LIMITED  TO  NEUROSURGERY 


ROBERT  A.  HAYNE,  M.D. 
THOMAS  A.  CARLSTROM,  M.D. 
METHODIST  MEDICAL  PLAZA 
1212  PLEASANT,  SUITE  214 
DES  MOINES  50309 
515/288-1317 

NEUROLOGICAL  SURGERY 
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OPHTHALMOLOGY 


WOLFE  CLINIC,  P.C. 

OTIS  D.  WOLFE,  M.D. 

RUSSELL  H.  WATT,  M.D. 

JOHN  M.  GRAETHER,  M.D. 

RUSSELL  R.  WIDNER,  M.D. 

GILBERT  W.  HARRIS,  M.D. 

JAMES  A.  DAVISON,  M.D. 

NORMAN  F.  WOODLIEF,  M.D. 

ERIC  W.  BLIGARD,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/754-6200 
SATELLITE  OFFICES: 

4800  WESTOWN  PARKWAY  REGENCY  #3 
WEST  DES  MOINES  50265 
515/223-8685 

300  SOUTH  KENYON  ROAD 
FORT  DODGE  50501 
515/576-7777 

516  SOUTH  DIVISION  STREET 
CEDAR  FALLS  50613 
319/277-0103 


OPHTHALMIC  ASSOCIATES,  P.C. 
ROBERT  D.  WHINERY,  M.D. 
STEPHEN  H.  WOLKEN,  M.D. 
ROBERT  B.  GOFFSTEIN,  M.D. 
LYSE  S.  STRNAD,  M.D. 

2409  TOWNCREST  DR. 

IOWA  CITY  52240 
319/338-3623 


NORTH  IOWA  EYE  CLINIC,  P.C. 
ADDISON  W.  BROWN,  JR.,  M.D. 
MICHAEL  L.  LONG,  M.D. 
BRADLEY  L.  ISAAK,  M.D. 

3121  4TH  STREET,  S.W. 

P.O.  BOX  1877 
MASON  CITY  50401 
515/423-8861 


GENE  E.  MEGER,  M.D. 

ROBERT  R.  KELLER,  M.D. 

853  SECOND  AVENUE,  S.E. 

CEDAR  RAPIDS  52403 
319/365-7535 

PRACTICE  LIMITED  TO  OPHTHALMOLOGY 


OTOLARYNGOLOGY 


DUBUQUE  OTOLARYNGOLOGY  SERVICE,  P.C. 
THOMAS  J.  BENDA,  M.D. 

JAMES  W.  WHITE,  M.D. 

CRAIG  C.  HERTHER,  M.D. 

310  NORTH  GRANDVIEW 
DUBUQUE  52001 
319/588-0506 


IOWA  HEAD  AND  NECK  ASSOCIATES,  P.C. 
ROBERT  T.  BROWN,  M.D. 

EUGENE  PETERSON,  M.D. 

RICHARD  B.  MERRICK,  M.D. 

3901  INGERSOLL 
DES  MOINES  50312 
515/274-9135 


OTO.  — HEAD  & NECK  SURGICAL 
ASSOCIATES,  P.C. 

THOMAS  A.  ERICSON,  M.D. 

STEVEN  R.  HERWIG,  D.O. 

1215  PLEASANT,  SUITE  408 
DES  MOINES  50309 
515/283-5780 
1/800/248-4443 

EAR,  NOSE  AND  THROAT  SURGERY, 
FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 


WOLFE  CLINIC,  P.C. 

MICHAEL  W.  HILL,  M.D. 

DANIEL  J.  BLUM,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1566 
WOLFE  CLINIC,  P.C. 

4800  WESTOWN  PARKWAY  REGENCY  #3 
WEST  DES  MOINES  50265 
515/223-8685 

OTOLARYNGOLOGY-HEAD  AND  NECK 
SURGERY,  FACIAL  PLASTIC  SURGERY, 
ALLERGY 


PHILLIP  A.  LINQUIST,  D.O.,  P.C. 

1000  ILLINOIS 
DES  MOINES  50314 
515/244-5225 

EAR,  NOSE  AND  THROAT  SURGERY, 
FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 


ROBERT  G.  SMITS,  M.D.,  P.C. 

MERCY  MEDICAL  PLAZA 
421  LAUREL,  SUITE  402 
DES  MOINES  50314 
515/244-8152 
1/800/622-0002 

EAR,  NOSE  AND  THROAT  SURGERY, 

FACIAL  PLASTIC  SURGERY  AND  HEAD  AND 
NECK  SURGERY 


EASTERN  IOWA  HEAD  & NECK  SURGERY,  P.C. 
JAMES  E.  SPODEN,  M.D.,  F.A.C.S. 

1030  5TH  AVENUE,  S.E.,  SUITE  2000 
CEDAR  RAPIDS  52403 
319/365-3883 


PATHOLOGY 


LABORATORY  OF  CLINICAL  MEDICINE 
ORLYN  ENGELSTAD,  M.D. 

L.  JEFF  RISSMAN,  M.D. 

1150  SIXTH  AVENUE 
DES  MOINES  50314 
515/244-5075 
CLINICAL  CHEMISTRY, 
RADIOIMMUNOASSAY, 
MICROBIOLOGY,  CYTOPATHOLOGY, 
HEMATOLOGY  AND  SURGICAL 
PATHOLOGY 


CLINICAL  LABORATORIES 

D.  W.  POWERS,  M.D.,  L.  C.  PANG,  M.D., 

C.  P.  GRYTE,  M.D. 

P.O.  BOX  1683 
AMES  50010 
515/233-2316 

CONSULTATION  IN  LABORATORY 
MEDICINE  AND  PATHOLOGY 


PHYSICAL  MEDICINE  & 
REHABILITATION 


PHYSIATRY  ASSOCIATES 
WILLIAM  D.  DEGRAVELLES,  JR.,  M.D. 
CHARLES  F.  DENHART,  M.D. 

MARVIN  M.  HURD,  M.D. 

WILLIAM  C.  KOENIG,  JR.,  M.D. 

KAREN  KIENKER,  M.D. 

MARK  R.  WILSON,  M.D. 

YOUNKER  MEMORIAL  REHABILITATION 
CENTER 

IOWA  METHODIST  MEDICAL  CENTER 
1200  PLEASANT 
DES  MOINES  50308 


PSYCHIATRY 


CAVALLIN  AND  ASSOCIATES,  P.C. 

HECTOR  W.  CAVALLIN,  M.D. 

1301  PENNSYLVANIA,  SUITE  116 
DES  MOINES  50316 
515/265-1149 

PSYCHIATRIC  AND  PSYCHOLOGICAL  SERV- 
ICES FOR  ADULTS,  ADOLESCENTS,  CHIL- 
DREN AND  INFANTS 


PULMONARY  MEDICINE 


CHEST,  INFECTIOUS  DISEASES  & 
ASSOCIATES,  P.C. 

ROGER  T.  LIU,  M.D. 

STEVEN  G.  BERRY,  M.D. 
DONALD  L.  BURROWS,  M.D. 
MICHAEL  WITTE,  D.O. 
PULMONARY  DISEASES 
1000  SEVENTY-THIRD  STREET 
SUITE  #3,  WESTGATE  PLAZA 
DES  MOINES  50311 
24  HOUR  515/224-1777 


SURGERY 


JOHN  G.  GANSKE,  M.D. 

1301  PENNSYLVANIA,  SUITE  312 
DES  MOINES  50316 
515/266-6558 

PLASTIC,  RECONSTRUCTIVE  AND 
HAND  SURGERY 


A.  B.  GRUNDBERG,  M.D. 

1440  PLEASANT 
DES  MOINES  50309 
515/288-5759 

ORTHOPAEDIC  SURGERY,  SURGERY  OF 
THE  HAND 


PLASTIC  SURGERY  INSTITUTE,  P.C. 
JAMES  O.  STALLINGS,  M.D. 

528  UNIVAC  BUILDING 
1025  ASHWORTH  ROAD 
WEST  DES  MOINES  50265 
515/225-7107 

Telephone  answered  day  or  night 

AESTHETIC  PLASTIC  SURGERY, 
RECONSTRUCTIVE  PLASTIC  SURGERY, 
SURGERY  OF  THE  HAND, 
MICROVASCULAR  PLASTIC  SURGERY 


SINESIO  MISOL,  M.D. 

1045  FIFTH  STREET 
DES  MOINES  50314 
515/244-7272 

ORTHOPEDIC  SURGERY,  SURGERY  OF 
THE  HAND 


WENDELL  DOWNING,  M.D. 

1212  PLEASANT  STREET,  SUITE  410 
DES  MOINES  50309 
515/283-5767 

DISEASES  AND  SURGERY  OF  THE  COLON 
AND  RECTUM 
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In  the  Public  Interest 


Women  Physicians  — 
The  Numbers  Grow 


Do  women  physicians  possess  unique 
characteristics  which  are  affecting  the 
practice  of  medicine?  It  may  be  too  soon  to 
tell,  since  women  only  recently  began  entering 
the  profession  in  significant  numbers. 

According  to  a recent  article  in  AM  News, 
a "formula  of  frustration,  ambition,  compas- 
sion and  brains  is  propelling  women  into  every 
corner  of  the  medical  field."  Indeed,  statistics 
show  they  are  entering  medicine  in  record 
numbers.  In  1967,  only  7%  of  physicians  in  the 
U.S.  were  women.  By  1985,  close  to  15%  were 
women.  Today,  almost  one-third  of  the  na- 
tion's medical  students  are  women. 

Some  women  are  gaining  prominence  in 
specialties  such  as  women's  health  care,  ad- 
diction disorders  and  geriatrics  — areas  that 
have  not  traditionally  attracted  males.  Other 
women  are  crossing  the  last  bastions  into  male- 
dominated  specialties  like  surgery  and  medical 
academics.  Internal  medicine  and  obstetrics/ 
gynecology  are  luring  more  women  than  other 
specialties. 

Available  information  paints  the  follow- 
ing portrait  of  the  'typical'  woman  physi- 
cian . . . She  is  40  years  old,  7 years  younger 
than  her  average  male  counterpart.  She  is  in 
a salaried  position  or  in  a private  practice  earn- 
ing less  than  the  typical  male  physician.  Com- 
pared with  male  physicians,  her  patients  are 
more  likely  to  be  young  and  more  likely  to  be 
female.  She  spends  more  time  with  each  one 
and  is  sued  less  often. 

Many  women  physicians  stress  that  their 
experiences,  needs  and  concerns  vary  little 
from  those  of  their  male  peers.  However,  some 
people  believe  women  bring  an  inherently  dif- 
ferent and  valuable  perspective  to  mainstream 
medicine. 


"The  biological  role  of  women  as  mother 
and  caretaker  cannot  be  completely  ignored," 
comments  Susan  Rudd  Wynn,  M.D.,  head  of 
an  advisory  panel  for  the  AMA's  Women  in 
Medicine  project.  "Especially  in  primary  care 
specialties,  the  experience  a woman  may  have 
had  raising  children  or  caretaking  a family  con- 
tributes a great  deal  to  her  ability  to  deal  with 
patients.  In  these  days  of  high-tech,  a more 
'maternal'  approach  to  patients  is  needed  more 
than  ever." 

The  experience  a woman  physician  has  as 
family  caretaker  has  its  negative  aspect,  too. 
Role  strain  — the  result  of  what  some  call  the 
'Superwoman  Syndrome'  — is  a documented 
phenomenon  among  women  physicians. 

Women,  unlike  men,  worry  from  early  in 
their  medical  training  how  they  will  integrate 
a family  and  a demanding  career.  Apparently, 
their  worry  is  not  unfounded.  One  study 
showed  women  physicians  spend  90%  as  much 
time  in  their  practices  as  men  but  also  tend  to 
assume  full  responsibility  for  home  and  fam- 
ily. 

As  more  women  enter  the  medical  profes- 
sion, organized  medicine  at  the  national  and 
state  levels  will  be  better  able  to  identify  their 
professional  needs  and  then  offer  appropriate 
support. 

For  women  physicians  and  their  patients, 
it's  a good  start. 
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President's  Privilege 


EMS  Status  Report 


This  issue  of  iowa  medicine  is  dedicated  to 
Iowa's  emergency  medical  services. 

We  have  seen  a lot  of  changes  in  emer- 
gency medical  services  through  the  past  25 
years.  Emergency  rooms  evolved  from  a small 
area  in  the  hospital  handling  only  a few  pa- 
tients to  a large  area  in  the  hospital  handling 
many  patients.  The  emergency  room  became 
an  outpatient-emergency  area.  The  number  of 
real  emergencies  handled  fell  to  25-30%  of  an 
increasing  total  volume  of  patients  seen. 

The  lifesaving  equipment  available  in 
emergency  rooms  became  sophisticated  — the 
latest  and  best  in  the  line.  The  attending  phy- 
sician was  gradually  displaced  by  the  emer- 
gency room  physician.  Emergency  room  phy- 
sicians ultimately  formed  their  own  specialty 
group. 

Ambulance  service  in  earlier  times  was 
provided  by  the  local  undertaker.  This  service 
involved  transportation  only.  Soon  we  had 
ambulance  services  providing  both  transpor- 
tation and  treatment.  The  treatment  was  ini- 
tially provided  by  first  aid  and  rescue  workers. 
Then  along  came  basic  EMTs,  then  EMT-Is  and 
EMT-Ds  and,  finally,  paramedics.  Naturally, 
all  this  had  to  be  regulated  by  laws  and  su- 
pervised by  boards.  Nothing  became  simpler 
but  care  became  better. 


This  issue  explores  the  current  status  of 
emergency  medical  services  in  Iowa.  Physi- 
cians with  an  interest  and  expertise  in  emer- 
gency medicine  discuss  the  EMS  picture  in  ru- 
ral and  urban  areas.  Other  experts  discuss 
activities  of  the  Iowa  legislature  with  regard 
to  EMS  and  the  need  for  more  funding. 

The  quality  of  Iowa's  emergency  medical 
services  must  be  of  concern  to  all  Iowans,  par- 
ticularly physicians.  We  trust  you  will  find  our 
EMS  update  interesting  and  informative. 
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Emergency  Medical  Services 
In  Rural  Iowa 


DENNIS  I.  MALLORY,  D.O. 
Toledo,  Iowa 


The  author  discusses  the  state  of  emer- 
gency medical  services  in  rural  Iowa, 
focusing  on  the  shortage  of  emergency 
medical  technicians  (EMTs)  available  for 
service. 


Most  prehospital  medical  care  in  Iowa 
is  provided  by  community  ambulance 
services  with  volunteer  emergency  medical 
technicians  (EMTs).  The  “seed”  monies  of  the 
1973  Federal  Emergency  Medical  Services  Sys- 
tems Act  gave  citizens  in  small  towns  the  fi- 
nancial assistance  to  become  EMTs.  The  cities 
are  no  longer  providing  stipends  for  EMT 
training  and  the  expense  is  prohibitive.  There- 
fore, fewer  new  EMTs  are  available  for  rural 
service. 

The  greatest  asset  of  the  rural  ambulance 
service  is  the  high  motivation  of  the  volunteer 
EMT.  Many  rural  emergency  medical  services 
are  plagued  with  EMT  attrition.  "Burnout”  is 
common.  Some  EMTs  move  out  of  the  com- 
munity due  to  family  or  economic  reasons. 

The  fear  of  legal  action  is  a real  concern 
for  EMTs.  The  personal  health  risk  of  AIDS  is 


Dr.  Mallory  is  a family  practice  physician  who  specializes  in  emer- 
gency medicine.  He  is  a member  of  the  IMS  Committee  on  Emergency 
Medical  Services. 


also  a worry  for  the  small  town  volunteers. 
Some  EMTs  have  decided  the  rewards  do  not 
equal  the  criticism  and  the  risk  of  lawsuits. 
Many  ambulance  services  have  discontinued 
operations  because  of  lack  of  new  certified 
EMTs  and  recertifiable  EMTs. 

There  are  medical  protocols  provided  by 
community  hospitals  but  direct  medical  con- 
trol is  sparse  and  often  unavailable.  Many  pre- 
hospital services  are  trained  by  one  hospital, 
transfer  to  another  and  operate  with  radio 
medical  control  through  still  another  hospital. 
Policy  formation  and  implementation  from  re- 
gional and  state  EMS  associations  is  at  best 
sporadic  and  usually  nonexistent. 

Ethical  issues  are  very  much  a part  of 
medicine  in  the  rural  setting.  For  example, 
transferring  an  obtunded  nursing  home  pa- 
tient to  the  hospital  can  be  a nightmare  for  an 
EMT.  The  patient's  family  and  physician  may 
have  decided  not  to  resuscitate  the  patient. 
Then  the  patient  has  a cardiac  arrest  during 
the  20-mile  ambulance  trip  and  a family  mem- 
ber directs  the  EMT  to  do  everything  possible. 
The  EMT  is  faced  with  a difficult  dilemma. 
Where  is  the  written  order  and  specific  pro- 
tocol? 

I believe  emergency  medical  services  in 
rural  Iowa  can  be  improved  by  more  physician 
participation.  Just  as  the  physician  and  patient 
should  decide  what  is  best  for  that  patient,  the 
physician  must  be  involved  in  patients'  pre- 
hospital care.  The  medical  director  of  an  am- 
bulance service  must  be  an  advocate  for  the 
patient  and  the  EMS  team. 

More  financial  support  for  EMS?  Yes.  Bet- 
ter standards  of  care  and  improved  certifica- 
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TABLE  1 

TYPICAL  CHARACTERISTICS  OF  PREHOSPITAL 
ORIENTED  MD1 


Dedicated 

Energetic 

Innovative 

Infectious  enthusiasm  for  EMS 

Action-oriented 

"Maverick"  but  well-respected 

Non-traditional 

Tactful 

Willing  to  take  risks 

Diplomatic 

Personal  charisma 

Low-key 

Taste  for  adventure 

1 Very  flexible 

tion  agencies?  Yes.  But  the  most  important 
component  of  the  EMS  system  is  the  regular 
involvement  of  competent  and  highly  moti- 
vated physicians. 

Table  1 lists  desirable  personality  traits  for 
EMS  medical  control  physicians.  This  list  of 
EMS  “super  doctor"  characteristics  probably 
describes  most  rural  primary  care  physicians. 

With  the  relentless  pressure  from  Con- 
gress and  the  insurance  industry,  control  of 


prehospital  care  will  be  given  to  medical  bu- 
reaucrats rather  than  to  physicians  in  the  field. 
Because  there  is  so  much  improvement  needed 
in  rural  health  care  access,  the  small  town  fam- 
ily physician  has  an  excellent  opportunity  to 
provide  better  care,  teach,  monitor  and  re- 
spond to  the  professional  needs  of  the  EMT. 
Risk  management,  quality  assurance  and  case 
review  should  be  ongoing  in  the  EMS  system. 
A physician  medical  director  and  advisor  is 
best  suited  for  these  duties. 

In  order  to  have  an  effective  EMS  system, 
many  needs  must  be  met.  The  rural  physician 
must  meet  the  demands  and  responsibilities 
of  medical  director  and  medical  advisor  if  the 
EMS  system  is  to  survive. 
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Just  as  the  human  heart  controls  the  functions  of  the  body, 

effective  management  is  the  heart  of  an  efficient  medical  office. 
To  make  the  heart  of  your  office  stronger,  healthier, 
give  it  a dose  of  SOFTACTICS. 


What  is/who  are  SOFTACTICS? 

A company  made  up  of  individuals  who  make  it  their  business  to  know  exactly  what  your  medical  office 
needs.  It  is  and  they  are  a professional  computer  software  firm  with  the  ability  and  equipment  to  design 
and  develop  software  that  is  among  the  most  technologically  advanced  on  the  market  today.  Software  customized 
to  fit  your  medical  office’s  special  management  requirements.  Affordable  software.  Software  that  handles 
insurance  claims,  patient  scheduling  and  billing,  general  ledger,  accounts  payable,  and  payroll  — all  fast 
and  accurately. 


For  more  information,  call  SOFTACTICS  today. 

1200  35TH  STREET 
SUITE  208 

WEST  DES  MOINES.  IOWA  50265 
(515)  224-4565 
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Emergency  Medical  Services 
In  Urban  Iowa 


G.  LEON  BERKLEY,  D.O.,  F.A.C.E.P. 
Des  Moines,  Iowa 


The  author  traces  the  historical  devel- 
opment of  emergency  medical  services 
in  Iowa's  urban  areas,  discusses  the 
current  EMS  picture  in  Iowa  cities  and 
makes  suggestions  for  the  direction 
these  services  should  take  in  the  future. 


When  i was  asked  to  write  an  article  about 
emergency  medical  services  in  urban 
Iowa,  my  first  impulse  was  to  discuss  pre-hos- 
pital emergency  medical  care  in  Des  Moines 
since  I practice  in  Des  Moines  and  was  in- 
volved with  early  development  of  the  pre-hos- 
pital advanced  care  system.  However,  emer- 
gency medical  care  does  not  stop  at  the 
emergency  department  door  and  Des  Moines 
is  not  the  only  Iowa  city  providing  quality 
emergency  medical  services.  This  article  dis- 
cusses the  EMS  picture  in  our  cities  — how 
we  got  where  we  are  and  the  direction  we 
should  take  in  the  future. 

EMS  History 

Before  state  regulations  were  enacted,  lo- 
cal funeral  homes  transported  ill  or  injured 


Dr.  Berkley  is  president  of  the  Iowa  Chapter,  American  College  of 
Emergency  Physicians  and  a member  of  the  IMS  Committee  on  Emer- 
gency Medical  Services.  He  practices  at  Mercy  Hospital  in  Des  Moines. 


patients  to  the  nearest  hospital  or  physician's 
office.  The  primary  objective  was  to  get  the 
patient  to  the  closest  medical  facility  as  quickly 
as  possible.  This  resulted  in  untrained  or  poorly 
trained  personnel  transporting  patients  in  in- 
adequately equipped  vehicles.  At  the  hospital, 
patients  were  initially  seen  by  interns  with  lit- 
tle experience  and  few  advanced  care  skills 
required  to  care  for  the  acute  patient.  Medical 
or  surgical  specialists  were  called  to  see  the 
patient,  depending  on  the  patient's  particular 
needs. 

It  became  obvious  changes  were  needed, 
and  separate  ambulance  services  were  devel- 
oped. These  services  provided  rapid  transport 
by  individuals  with  some  first  aid  training. 
There  was  also  more  equipment  available  for 
the  transfer.  A second  change  was  full-time 


"As  these  physicians  assumed  more  re- 
sponsibility for  patient  care  in  the 
emergency  department,  it  became  evi- 
dent even  further  changes  were  re- 
quired in  the  pre-hospital  setting 


emergency  department  coverage  by  licensed 
physicians  with  a special  interest  in  caring  for 
the  acutely  ill  or  injured  patient. 

As  these  physicians  assumed  more  re- 
sponsibility for  patient  care  in  the  emergency 
department,  it  became  evident  even  further 
changes  were  required  in  the  pre-hospital  set- 
ting. The  Emergency  Medical  Services  Act  of 
1973  made  these  changes  possible.  This  law 
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allowed  advanced  treatment  in  the  pre-hos- 
pital setting  by  qualified  individuals.  This  re- 
sulted in  the  training  of  the  EMT  (Emergency 
Medical  Technician)  on  several  levels:  EMT-I 
(evaluate  the  patient  and  provide  an  IV  access 
if  required);  EMT-II  (more  training  and  ability 
to  evaluate  the  patient  and  provide  an  IV  ac- 
cess, airway  control  and  administer  limited 
medications  to  the  patient);  and  EMT-Par- 
amedic  (even  more  training  and  ability  to  eval- 
uate the  patient,  provide  IV  access,  advanced 
airway  control  and  administer  a wider  spec- 
trum of  authorized  medications  to  the  pa- 
tients). Since  then,  another  level  of  training 
and  emergency  medical  care  has  been  created, 
that  of  EMT-D.  An  EMT-D  may  use  an  auto- 
matic or  manual  defibrillator  to  attempt  con- 
version of  ventricular  fibrillation  in  the  acute 
cardiac  patient. 

Specific  training  centers  have  since  been 
developed  to  provide  large  numbers  of  highly 
trained  advanced  EMTs  and  paramedics.  At 
the  same  time,  the  knowledge  and  capability 
of  emergency  room  physicians  grew.  The 
American  College  of  Emergency  Physicians 
was  developed  and  began  providing  contin- 
uing education  for  its  members  and  other  in- 
terested physicians.  Board  certification  exams 
were  developed  and  fellow  status  offered  to 
qualifying  physicians.  Residency  training  pro- 
grams were  also  developed  specifically  for 
training  in  emergency  medicine.  While  these 
developments  were  taking  place,  other  spe- 
cialists — specifically  members  of  the  Ameri- 
can College  of  Surgeons  — were  investigating 
trauma,  a primary  cause  of  death  in  the  United 
States.  As  a result,  the  concept  of  trauma  cen- 
ters was  born.  These  centers  are  hospitals  with 
a specific  interest  in  the  care  of  the  traumatized 
patient  and  the  medical  staff  and  facilities  to 
provide  that  care.  The  A.C.S.  then  developed 
minimum  requirements  for  designating  trauma 
centers  at  levels  I,  II  and  III  depending  upon 
the  surgical  staff  capabilities  and  the  facilities 
available  at  a given  institution. 

EMS  Today 

All  of  Iowa's  major  metropolitan  areas  now 
have  advanced  EMT-Ps  or  paramedics.  In  most 
cases  they  are  the  primary  responders  to  a call 
for  pre-hospital  medical  care.  In  some  cases 
(such  as  in  Des  Moines  suburbs),  they  act  as 
secondary  responders  to  the  primary  EMT-I, 


EMT-ID  or  EMT-D  responders.  The  EMT-I, 
EMT-ID  or  EMT-D  at  the  scene  gives  the  pa- 
tient the  level  of  care  which  can  be  provided 
by  that  particular  service.  If  the  initial  re- 
sponders determine  a higher  level  of  service 
is  required,  they  contact  a paramedic  service 
for  a tiered  or  secondary  response.  In  many 
cases,  the  paramedic  service  has  already  been 
contacted  and  the  EMT-P  is  proceeding  to  the 
scene.  Additional  care  required  which  can  be 
provided  by  the  paramedics  is  then  initiated. 

The  patient  is  then  transferred  to  the  hos- 
pital in  a large,  well  equipped  vehicle  with  the 
advanced  EMT  contacting  the  receiving  hos- 


"Further  geographic  expansion  of  the 
EMT-P  services  will  be  needed  to  pro- 
vide paramedic  first  responders  to  all 
urban  Iowa  residents  in  need  of  pre- 
hospital emergency  medical  care/' 


pital  or  medical  resource  hospital  via  radio 
communication  systems  for  further  direction. 
These  orders  may  come  directly  from  the  phy- 
sician or  from  specially  trained  nurses  known 
as  physician  designees.  If  the  patient's  con- 
dition requires  specialty  trauma  teams,  the  pa- 
tient may  be  transported  to  a trauma  center  or 
hospital  with  similar  capabilities.  Upon  arrival 
at  most  urban  Iowa  hospitals,  the  patient  is 
evaluated  and  treated  by  licensed  physicians 
with  specific  interest  and  training  in  emer- 
gency care.  Depending  on  the  patient's  spe- 
cific requirements  and  the  capabilities  of  the 
hospital  staff,  he  or  she  may  then  be  seen  by 
other  specialists  followed  by  immediate  hos- 
pitalization or  surgery.  Intensive  care  facilities 
and/or  surgical  intensive  care  facilities  are  usu- 
ally readily  available  for  those  patients. 

EMS  Tomorrow 

Quality  of  care  has  been  a prime  mover 
in  the  past  and  should  continue  to  be  so  in  the 
future.  Quality  control  mechanisms  must  be 
continued  and  improved  to  insure  proper  pre- 
hospital assessment  and  treatment.  These 
should  include  evaluation  and  critique  of  writ- 
ten run  reports  and  recorded  communications. 

(Please  turn  to  page  64) 
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We  must  also  require  and  continue  to  provide 
yearly  continuing  medical  education  for  ad- 
vanced EMTs. 

Further  geographic  expansion  of  the  EMT- 
P services  will  be  needed  to  provide  paramedic 
first  responders  to  all  urban  Iowa  residents  in 
need  of  pre-hospital  emergency  medical  cgre. 
In  addition,  all  full-time  urban  hospital  emer- 
gency physicians  should  be  encouraged  to 
pursue  board  certification  through  continuing 
medical  education  and  successful  completion 
of  the  certification  examination.  Hospital 
administrations  interested  in  caring  for  se- 
verely traumatized  patients  must  provide  the 
necessary  facilities  and  obtain  a commitment 
from  the  medical  staff  and  all  ancillary  per- 


sonnel required  to  meet  the  needs  of  the  trauma 
victim.  Only  then  should  the  hospital  seek 
designation  as  a trauma  center. 

United  States  Senate  File  10  and  House  of 
Representatives  File  3133  have  been  intro- 
duced to  provide  federal  funding  for  further 
development  of  EMS  systems  and  hospital 
reimbursement  for  non-insured  trauma  pa- 
tients. A large  portion  of  this  money  should 
be  used  for  further  improvement  of  the  pre- 
hospital EMS  system.  These  improvements 
should  include  more  trained  paramedics  for 
suburban  Iowa,  more  and  better  equipment 
and  better  quality  assurance  measures  for  pre- 
hospital and  in-hospital  medical  care. 

Urban  Iowa,  like  urban  areas  in  other 
states,  enjoys  a very  high  level  of  pre-hospital 
and  in-hospital  emergency  medical  care.  This 
took  considerable  effort,  time  and  money.  We 
cannot  expect  continued  progress  without  fur- 
ther effort,  time  and  money  by  those  con- 
cerned and  interested  in  providing  emergency 
medical  services. 
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REFRESHER  COURSE  FOR  THE  FAMILY  PHYSICIAN 

MARCH  8-11,  1988 

Sponsored  by 

Office  of  Continuing  Medical  Education 
Department  of  Family  Practice 
The  University  of  Iowa  College  of  Medicine 
American  Academy  of  Family  Physicians 

Iowa  Memorial  Union,  The  University  off  Iowa 

Iowa  City,  Iowa 

AIDS  OCCUPATIONAL  MEDICINE 

CPR  RECERTIFICATION  CLINICAL  UPDATES 

PAIN  CONTROL  AND  MUCH  MORE! 

FOR  MORE  INFORMATION: 

Call  or  write  the  Office  of  Continuing  Medical  Education, 

285  ML,  Iowa  City,  IA  52242,  319/335-8598. 
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Thomas  M.  Foley,  M.D. 

Questions  and  Answers 


EMS  Today  and  Tomorrow 


The  Governor's  Task  Force  on  Emer- 
gency Medical  Services  recently  com- 
pleted a thorough  study  of  Iowa's  EMS 
system.  The  author,  a Marshalltown 
physician  and  member  of  the  IMS  Com- 
mittee on  Emergency  Medical  Services, 
discusses  recommendations  of  the  Task 
Force. 


How  was  the  Governor's  Task  Force  on  Emer- 
gency Medical  Services  started?  Who  are  its 
members? 

The  Task  Force  was  appointed  by  the 
Statewide  Health  Coordinating  Council  and 
began  its  work  October  17,  1986.  It  is  com- 
posed of  representatives  of  various  disciplines 
and  organizations  involved  in  EMS.  I am  the 
chairman  and  represent  the  Regional  EMS 
Councils.  Tim  Peterson,  M.D.,  represents  the 
IMS  on  the  Task  Force.  Staff  support  is  pro- 
vided by  the  Department  of  Public  Health. 

What  was  the  charge  given  to  the  Task  Force? 

The  Task  Force  was  asked  to  examine 
Iowa's  EMS  system  and  decide  what  it  should 
look  like  in  the  future.  Specifically,  we  were 
to  look  at  EMS  organizational  structure,  stand- 
ards of  care  and  funding.  We  were  to  make 


recommendations  regarding  possible  CPR  and 
EMT  training  for  high  school  students.  The 
Task  Force  felt  this  would  be  better  handled 
by  the  Department  of  Education  with  help  from 
the  Department  of  Public  Health  and  other  or- 
ganizations. 

How  was  information  gathered? 

Initially,  we  reviewed  information  from 
various  EMS  groups  and  discussed  the  present 
status  of  EMS.  Various  position  papers  on 
Iowa's  EMS  were  studied  for  ideas  about  a 
future  system.  Don  Kerns,  State  EMS  Director, 
gave  the  Task  Force  information  about  EMS  in 
other  states,  especially  how  they  have  orga- 
nized and  funded  statewide  systems.  We  then 
began  to  develop  our  recommendations  and 
ideas  for  implementing  them. 

What  were  the  findings  of  the  Task  Force? 

The  federal  EMS  grants  in  the  late  70's 
provided  all  states  with  “seed  money"  to  build 
EMS  systems  but  when  the  federal  EMS  grants 
ended  in  the  early  80' s,  Iowa  did  not  develop 
EMS  funding  mechanisms  as  expected.  As  a 
result,  private  monies  and  volunteerism  (70% 
of  all  Iowa  EMT's  are  volunteers)  have  been 
the  mainstay  of  our  EMS  systems.  Due  to  the 
aging  of  equipment,  decreasing  numbers  of 
volunteers,  and  dwindling  private  contribu- 
tions, rural  Iowa  EMS  is  facing  a crisis  which 
is  leading  to  an  inability  to  provide  the  same 
basic  emergency  pre-hospital  medical  care 
throughout  all  of  Iowa. 

(Please  turn  to  page  66) 
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State  government  reorganization  elimi- 
nated the  Governor's  EMS  Advisory  Council 
(GEMSAC)  and  the  Advanced  Prehospital  Care 
Council,  2 groups  that  provided  state  level 
leadership.  The  Regional  Councils  and  the 
State  EMS  Section  have  tried  to  take  over  some 
of  their  functions,  but  they  haven't  been  as 
effective  as  a single  group  would  be. 

Reorganization  of  EMS  regions  has  been 
necessary  because  Nebraska  disbanded  its  re- 
gional councils,  leaving  7 southwestern  Iowa 


. . rural  Iowa  EMS  is  facing  a crisis 
which  is  leading  to  an  inability  to  pro- 
vide the  same  basic  emergency  pre-hos- 
pital medical  care  throughout  all  of 
Iowa." 


counties  without  a regional  council.  We  also 
felt  it  was  time  to  streamline  regional  bound- 
aries according  to  size  and  number  for  more 
efficient  administration  as  the  regions  will  be 
an  important  aspect  of  future  EMS.  This  proc- 
ess has  begun. 

Education  of  the  public  about  EMS  needs 
to  be  more  organized  and  widespread.  The 
Task  Force  led  the  way  in  implementing  the 
successful  First  Annual  EMS  Day  at  the  State 
Fair.  The  newly  formed  State  EMS  Association 
has  assumed  responsibility  for  making  this  an 
annual  event. 

Another  important  Task  Force  finding  is 
lack  of  organization  and  coordination  between 
various  services  and  EMS  related  groups  at  the 
county  and  local  levels.  There  is  a great  need 
for  more  coordination  at  this  level  in  order  to 
continue  to  have  EMS  systems  that  are  med- 
ically and  cost  beneficial  to  all  Iowans. 

What  recommendations  will  the  Task  Force  make 
about  the  future  of  EMS  in  Iowa? 

The  Task  Force  has  developed  an  EMS 
plan  which  provides  a general  set  of  recom- 
mendations. They  are: 


• Establish  a State  EMS  Coordinating 
Council  to  advise  and  assist  the  Department 
of  Public  Health  in  development  and  coordi- 
nation of  the  EMS  system. 

• Develop  strong  EMS  plans  at  the  state, 
regional  and  county  levels. 

• Develop  an  EMS  association  in  each 
county  to  advise  the  boards  of  supervisors  on 
EMS  including  development  of  a county  plan. 
Iowan)  for  EMS.  Most  of  this  ($2.18  million) 
would  go  to  counties.  However,  $200,000 
would  be  used  at  the  state  level,  $300,000  at 
the  regional  level  and  $220,000  for  special  proj- 
ects such  as  prehospital  data  collection,  trauma 
registries,  EMS  studies,  etc.  The  latter  are  nec- 
essary so  those  involved  in  EMS  can  establish 
a mechanism  to  evaluate  our  program  and  plan 
for  the  future.  We  need  to  continue  looking  at 
prehospital  therapeutic  procedures  which 
might  benefit  rural  Iowans  if  performed  by  first 
line  EMS  personnel. 


Why  Buy  Equipment  For  Your 
Practice  . . . LEASE  IT  . . . and 
Increase  Your  Profits! 

Bankers  Leasing  Company  can  help  you  real- 
ize more  profits,  through  a specially-planned 
leasing  program  designed  to  fit  your  individual 
practice  needs.  Consider  these  advantages: 

• Leasing  lets  you  retain  cash  in  your  prac- 
tice and  keep  your  working  capital  working 
for  you 

• Lease  payments  are  100%  tax  deductible, 
when  properly  qualified 

• Leased  equipment  eliminates  obsoles- 
cence, allows  you  to  always  work  with  the 
latest  equipment  to  maintain  maximum  effi- 
ciency 

There  are  many  other  advantages  in  a pro- 
fessionally-planned Bankers  Leasing  program. 
Call  or  write  for  more  information. 

Bankers  Leasing  Company 

ATTN:  Jerry  Xanders  or  Dave  Selden 
1113  Locust  Street  • Des  Moines,  Iowa  50308 
Phone:  515/243-3690  or  Iowa  toll-free:  1-800-622-8335 
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Considerations  in  Aeromedical 
Transport 


BEVERLY  J.  RINGENBERG,  M.D. 
LUIS  F.  URDANETA,  M.D. 

Iowa  City,  Iowa 


A review  of  the  historical  aspects,  ad- 
vantages and  disadvantages  of  aer- 
omedical transport  is  followed  by  a 
discussion  of  important  medical  con- 
siderations specific  to  helicopter  and 
fixed-wing  transportation  of  critically 
ill  and  injured  patients. 


Air  evacuation  of  injured  military  person- 
nel probably  first  took  place  during  the 
1870  Prussian  seige  of  Paris  when  Frenchmen 
were  evacuated  by  hot  air  balloon.1  Air  trans- 
port of  injured  victims  was  not  used  exten- 
sively until  World  War  II.2  Between  1942  and 
1947,  over  1,360,000  patients  were  air-lifted  by 
fixed-wing  aircraft  with  46  deaths  during 
flight.3  A death  rate  of  4.5  per  100  casualties 
was  reported  during  this  war.4  During  the  Ko- 


Dr.  Ringenberg  is  medical  director  of  Air  and  Mobile  Critical  Care 
Services  at  the  University  of  Iowa  Hospitals  and  Clinics.  Dr.  Urdaneta 
is  associated  with  the  Department  of  Surgery  at  the  UI  Hospitals  and 
Clinics. 


rean  conflict,  helicopters  began  to  play  a role 
in  the  air  evacuation  of  wounded  soldiers  be- 
cause of  the  rough  terrain  and  geographical 
distribution  of  medical  facilities.  During  this 
conflict,  about  20,000  patients  were  trans- 
ported by  air,  with  a drop  in  the  death  rate  to 
2.5  per  100  casualties.  Throughout  the  Viet- 
nam war,  the  helicopter  was  used  extensively, 
with  over  390,000  soldiers  evacuated  from  the 
front  line  by  air.  The  decrease  in  death  rate  to 
one  death  per  100  casualties  during  this  period 
can  be  partially  attributed  to  the  rapid  delivery 
of  emergency  medical  care  made  possible  by 
helicopter  evacuation.4 

The  U.S.  government  funded  several  hel- 
icopter ambulance  projects  beginning  in  1965. 5 
The  first  civilian  aeromedical  helicopter  service 
was  established  in  Denver,  Colorado  in  1972. 6 
Since  then  the  number  of  services  has  rapidly 
increased  (Figure  1).  It  is  predicted  by  1996 
there  will  be  500  helicopter  services  dedicated 
to  aeromedical  transport  throughout  the  U.S.7 

Aeromedical  Transport  Advantages 

Advantages  of  aeromedical  transport  in- 
clude the  ability  to  circumvent  geographic  fea- 
tures such  as  mountainous  terrain,  areas  iso- 
lated by  weather  and  the  large  distances  and 
isolation  in  rural  areas.  Although  patients  may 
arrive  at  a tertiary  care  medical  center  more 
rapidly  by  air,  the  real  advantage  of  an  air 
transport  program  is  rapid  delivery  of  spe- 
cialized medical  care  to  the  critically  ill  or  in- 
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jured  patient  at  the  accident  scene  or  the  re- 
ferring hospital  prior  to  transport.  Specially 
trained  flight  nurses  are  prepared  to  address 
life-threatening  emergencies,  stabilize  the  pa- 
tient prior  to  transport  and  provide  critical  care 
monitoring  throughout  the  trip  to  the  tertiary 
care  medical  center  (Table  1).  In  small  com- 
munities where  there  may  only  be  one  am- 
bulance available,  air  transportation  allows  the 
ambulance  to  maintain  continuous  service. 

Aeromedical  Transport  Disadvantages 

Potential  disadvantages  of  air  transport 
include  the  effects  of  altitude,  motion  sickness, 
noise,  vibration,  temperature  and  anxiety  on 
the  patient.  In  addition,  risks  related  to  aircraft 
accidents  and  the  overall  expense  of  the  serv- 
ice must  be  considered.  Bad  weather  can  be  a 
limiting  factor.  The  decision  to  fly  should  be 
based  on  the  safety  of  the  mission  and  not  the 
condition  of  the  patient  who  may  benefit  from 
the  transport.  Of  major  importance  is  main- 
taining medical  skills  of  the  helicopter  flight 
crew.  Their  efficiency  may  be  difficult  to  main- 
tain if  the  volume  of  patients  transported  is 
low. 

Technical  Considerations 

Normal  flying  altitude  for  helicopter 
transport  is  under  2,000  feet  (600  meters). 
Flying  altitude  for  fixed-wing  aircraft  utilized 


‘Personal  Communication  Howard  Collett,  Editor  & Publisher,  Hospital  Aviation 


Figure  1.  Growth  in  hospital-based  helicopter  pro- 
grams. 


TABLE  1 

LIFE-SAVING  PROCEDURES  PERFORMED  BY  FLIGHT  NURSE 


Nasotracheal  and  orotracheal  intubation 
Transtracheal  catheter  ventilation  and  cricothyroidotomy 
Central  and  peripheral  intravenous  lines 
Venous  cutdowns 

Needle  decompression  of  tension  pneumothorax 

Chest  tube  insertion 

Pericardiocentesis 

Application  of  external  cardiac  pacemaker 


for  aeromedical  transport  in  eastern  Iowa 
ranges  from  4,000  to  10,000  feet  (1,200  to  3,000 
meters).  When  considering  the  effects  of  alti- 
tude on  the  patient's  condition,  the  elevation 
above  sea  level  must  be  taken  into  account 
since  the  aircraft  flying  altitude  will  be  greater 
when  traversing  high  terrain.  Iowa's  eleva- 
tions range  between  480  and  1,670  feet  (144  to 
501  meters)  above  sea  level. 

Medical  Considerations 

An  important  consideration  is  the  effect 
of  decreased  barometric  pressure  present  at 
flying  altitudes  which  results  in  decreased 
Pa02.  At  the  conventional  flying  altitude  for  a 
helicopter  in  Iowa,  decreased  barometric  pres- 
sure is  not  a major  concern  because  it  can  be 
overcome  by  the  use  of  supplemental  oxygen. 
On  fixed-wing  missions,  however,  supple- 
mental oxygen  will  also  be  required.  In  certain 
medical  and  surgical  conditions  a pressurized 
cabin  is  mandatory  (Table  2). 8-10 

Decreased  barometric  pressure  may  result 
in  an  expansion  of  gas  according  to  Boyle's 
law.  This  gas  expansion  will  generally  not  be 
a problem  when  flying  below  5,000  feet  (1,500 
meters),  but  must  be  taken  into  consideration 
in  patients  who  have  even  small  amounts  of 
gas  trapped  in  enclosed  body  spaces  (bowel 
obstruction,  pneumothorax,  air  in  the  cranium 
or  orbit  following  penetrating  injury  or  sur- 
gery and  scuba  divers),  when  altitude  exceeds 
5,000  feet  (1,500  meters)  (Table  2).  Gas  expan- 
sion could  lead  to  increased  pain  and  pro- 
gressive cardiopulmonary  or  neurologic  com- 
promise. 

Motion  sickness  can  be  a problem  for  pa- 
tients and  crew  members.  Nausea,  sweating, 
pallor  and  vomiting  may  be  uncomfortable  and 
aggravate  certain  clinical  conditions.  In  pa- 
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TABLE  2 

SPECIFIC  PATIENT  CONSIDERATIONS  FOR  FIXED-WING  TRANSPORT 


I.  Conditions  requiring  pressurized  cabin  — supplemental  oxygen  should  be  used. 

1 . Cardiorespiratory  conditions 

a.  Congestive  heart  failure 

b.  Myocardial  infarction  in  the  previous  8 weeks 

c.  Concurrent  cyanosis,  cor  pulmonale,  and  respiratory  acidosis 

2.  Neonates  with  any  degree  of  cardiorespiratory  compromise  should  be  transported  by  pressurized  aircraft. 

II.  Conditions  requiring  altitude  restrictions.  If  anticipated  flying  altitude  cannot  be  limited  as  described  below, 
pressurized  cabin  will  be  necessary.  Supplemental  oxygen  should  be  used. 

1 . Maximum  altitude  = 4,000  feet  (1,200  meters) 

a.  Cardiac  disease  with  cyanosis  or  decompensation 

b.  Any  two:  cyanosis,  cor  pulmonale,  respiratory  acidosis 

2.  Maximum  altitude  = 5,000  feet  (1,500  meters) 

a.  Gas  present  in  a closed  space 

1)  Intestinal  obstruction 

2)  Abdominal  perforation 

3)  Recent  abdominal  surgery 

4)  Emphysematous  blebs  or  bullae,  untreated  pneumothorax 

5)  Penetrating  head  injury  or  pneumoencephalogram  less  than  72  hours  before  flight  time 

b.  Untreated  penetrating  eye  injuries 

3.  Maximum  altitude  = 6,000  feet  (1,800  meters) 

a.  Recent  myocardial  infarction 

b.  Angina  pectoris 

c.  Sickle  cell  disease 

d.  Alveolar  block  with  cyanosis 

e.  Cyanosis,  cor  pulmonale  or  respiratory  acidosis 

4.  Maximum  altitude  = 8,000  feet  (2,400  meters) 

a.  Respiratory  disease  with  vital  capacity  under  900  ml 

b.  Cardiac  valve  defect 

c.  Space-occupying  lung  lesion  (e.g.,  abscess,  cyst,  tumor) 

d.  Anemia  with  a RBC  below  3,000,000/mm,  hemoglobin  below  8.5  mg%  or  hematocrit  under  25% 

e.  Thoracic  or  abdominal  surgery  within  10  days  preceding  flight 

5.  Maximum  altitude  = 10,000  feet  (3,000  meters) 

a.  Suspected  or  symptomatic  cardiorespiratory  disease 


tients  with  increased  intracranial  pressure  or 
with  a jaw  fixation  device,  vomiting  may  result 
in  significant  morbidity. 

The  noise  within  the  aircraft  interferes  with 
monitoring  of  the  patient  (auscultation  and 
blood  pressure  measurement)  and  com- 
pounds the  difficulty  of  communicating  with 
the  patient.  Noise  may  aggravate  motion  sick- 
ness, produce  headache  and  result  in  in- 
creased general  discomfort.  Motion  produced 
by  air  turbulence  must  be  considered.  Both 
patient  and  attendant  should  be  restrained  at 
all  times.  Weights  should  be  removed  from 
any  traction  device.  In  fixed-wing  aircraft 
transports,  the  effect  of  gravity  at  takeoff  and 
landing  can  usually  be  overcome  by  position- 
ing the  patient  in  the  head  forward  position 
with  elevation  of  the  head  to  at  least  30  de- 
grees. Air  evacuation  in  an  aircraft  without 
temperature  control  may  be  uncomfortable  and 


elevated  environmental  temperatures  may 
further  compromise  a patient  with  borderline 
cardiovascular  reserve. 

The  normal  human  reactions  of  anxiety 
and  fear  should  always  be  considered,  partic- 
ularly when  transporting  patients  with  acute 
cardiopulmonary  conditions  or  following  a re- 
cent myocardial  infraction.  Sedation  prior  to 
the  flight  and  continuous  reassurance  by  an 
experienced  flight  crew  member  can  reduce 
these  fears. 

Impact  of  Civilian  Aeromedical 
Transport 

The  emergency  helicopter  service  (Air- 
Care)  at  the  University  of  Iowa  Hospitals  and 
Clinics  was  established  in  1979  to  extend  ter- 
tiary level  emergency  services  to  community 
physicians  and  outlying  hospitals.11  With  ex- 
(Please  turn  to  page  76) 
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Figure  2.  Distribution  of  Air  Care  Helicopter  Transports  April  1,  1979-December 
31,  1986. 


pansion  of  the  Air-Care  program  in  July,  1986 
to  2 helicopters,  the  service  provides  air  trans- 
portation to  patients  within  a 180-mile  (290- 
km)  radius.  For  distances  over  180  miles  (290 
km)  or  where  fixed-wing  transport  is  deter- 
mined to  be  more  appropriate,  the  Air-Care 
flight  team  utilizes  a medically  configured  twin 
engine  aircraft. 

Since  the  onset  of  the  program  over  4,500 
patients  have  been  transported  by  the  Air-Care 
helicopter  service  (Figure  2).  As  the  number 
of  aeromedical  transport  services  increases 
throughout  Iowa  and  the  nation,  there  is  a 
need  to  continue  assessing  the  benefits  on  pa- 
tient outcome  in  urban  and  rural  settings. 

The  helicopter's  role  in  transporting  mul- 
tiple trauma  patients  has  been  addressed  by 
several  authors.  Urdaneta  et  al  reviewed  all 
trauma  transports  since  the  onset  of  the  Air- 
Care  program  at  The  University  of  Iowa.12  Uti- 
lizing strict  criteria,  the  service  was  classified 
as  essential,  helpful  or  not  a factor  in  the  pres- 
ervation of  life  and/or  limb.  The  authors  con- 
cluded the  service  was  essential  in  14.0%, 
helpful  in  12.9%  and  not  a factor  in  56.6%  of 
patients.  In  spite  of  rapid  evaluation  and  max- 
imal medical  intervention,  16.5%  of  the  pa- 
tients transported  died.  Of  these  nonsurviving 
patients  only  15.9%  were  deemed  salvageable. 
Thus,  26.9%  of  trauma  patients  transported 
benefited  from  air  transport.  In  the  16.5%  who 


died,  rapid  aeromedical  transport  to  a tertiary 
care  center  was  clearly  appropriate. 

Baxt  et  al  compared  150  blunt  trauma  pa- 
tients transported  by  air  from  accident  scenes 
with  150  blunt  trauma  patients  transported  by 
land.13  They  observed  a significant  reduction 
in  the  predicted  mortality  of  the  air  trans- 
ported patients.  In  a subsequent  report  Baxt 
reviewed  1,273  blunt  trauma  patients  trans- 
ported by  7 different  hospital-based  helicopter 
services.14  A 21%  reduction  in  predicted  pa- 
tient mortality  was  observed  when  all  air 
transports  were  analyzed. 

These  3 studies  appear  to  demonstrate  a 
definite  benefit  of  aeromedical  transport  in 
trauma  patients. 

Few  studies  have  been  published  regard- 
ing air  transport  of  patients  with  cardiac  or 
other  medical  conditions.  Gore  reported  on  50 
critically  ill  cardiac  patients  transported  to  ter- 
tiary care  centers  by  air  and  ground.15  The  au- 
thor concluded  air  transportation  was  rapid, 
safe  and  efficient  and  resulted  in  a favorable 
outcome  in  a significant  number  of  patients. 
However,  in  this  series  only  9 of  the  patients 
were  transported  by  air. 

Forty  patients  with  a variety  of  cardiac  and 
other  conditions  transported  by  Air-Care  to 
the  University  of  Iowa  Hospitals  and  Clinics 
with  continuous  ECG  monitoring  during 
transport  were  recently  reviewed  (Table  3). 
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TABLE  3 

CATEGORIES  OF  PATIENTS  TRANSPORTED  BY  AIR-CARE 
WITH  CONTINUOUS  ECG  MONITORING 


Acute  myocardial  infarction  treated  with  streptokinase  10 

Recent  myocardial  infarction  without  streptokinase  4 

Unstable  angina  8 

Other  cardiac  conditions 4 

Other  medical  conditions  (adult  nontrauma)  14 


Cardiac  arrhythmias  occurred  but  were  rarely 
symptomatic  and  resulted  in  no  morbidity  or 
mortality  during  transport.16  More  work  needs 
to  be  done  to  clarify  the  potential  role  of  the 
helicopter  in  transport  of  patients  with  cardiac 
and  other  medical  conditions. 

Special  factors  must  be  considered  prior 
to  air  transportation  of  obstetric  patients.  In- 
terhospital transportation  during  labor  should 
be  avoided.  However,  Merenstein  et  al  have 
demonstrated  it  is  preferable  to  transport  by 
air  a high  risk  mother  rather  than  a high  risk 
neonate  following  birth.17  Commercial  air  travel 
has  been  shown  to  be  safe  throughout  preg- 
nancy with  no  increased  tendency  toward  mis- 
carriage or  detrimental  effect  on  fetal  oxygen 
supply.18  Even  normal  newborns  experience 
an  increased  alveolar-arterial  gradient  result- 
ing in  decreased  oxygen  delivery  to  the  tis- 
sues. In  neonates  with  cardiopulmonary 
compromise,  altitude  may  cause  further  de- 
compensation.9 Endotracheal  intubation  and 
assisted  ventilation  may  be  necessary  prior  to 
transport.  A pressurized  cabin  is  required  for 
fixed-wing  transports. 

Several  other  groups  of  patients  deserve 
special  consideration  prior  and  during  air 
transport.  Patients  with  orthopaedic  injuries 
requiring  traction  must  have  traction  weights 
removed  prior  to  the  flight.  Extremity  air  splints 
must  be  monitored  to  assure  no  vascular  com- 
promise develops.  Patients  with  a history  of 
seizures  should  be  watched  closely  because 
apprehension,  hyperventilation,  hypoxia  and 
flicker  vertigo  may  induce  seizure  activity. 
Supplemental  oxygen  and  preflight  sedation 
may  prevent  this  complication.  When  trans- 
porting neurosurgical  patients  by  helicopter, 
it  should  be  remembered  in  individuals  with 
open  head  injuries  or  after  recent  craniotomy, 
the  minimum  safe  flying  altitude  should  be 
used  or  a pressurized  cabin  in  fixed-wing  flights 


is  necessary  (Table  2).  Patients  with  penetrat- 
ing eye  injuries  or  following  eye  surgery  may 
need  a pressurized  cabin  if  the  flying  altitude 
exceeds  5,000  feet  (1,500  meters).  Although 
patients  and  attendants  with  upper  respira- 
tory tract  infections  or  sinusitis  may  experi- 
ence increased  pain,  barotrauma  is  unlikely  at 
flying  altitudes  used  by  the  aeromedical  heli- 
copter and  fixed-wing  aircraft.  Wire  cutters 
should  be  available  when  jaw  wires  have  been 
used  for  treatment  of  maxillofacial  injuries.  Pa- 
tients who  have  been  scuba  diving  within  the 
past  24  hours  should  not  be  airlifted.  If  it  is 
absolutely  necessary  to  evacuate  this  type  of 
patient  by  air,  the  minimum  safe  flying  alti- 
tude should  be  utilized. 

The  Air-Care  helicopter  service  at  the  Uni- 
versity of  Iowa  Hospitals  and  Clinics  functions 
24  hours  a day  and  utilizes  2 helicopters. 
Transport  requests  outside  of  a 180-mile  (290- 
km)  radius  from  Iowa  City  are  met  by  the  uti- 
lization of  a fixed-wing  aircraft. 
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The  Editor  Comments 


Emergency  Medical  Service 


War  is  hell,  yet  experiences  from  medical 
care  of  the  war-impaired  has  had  a 
marked  impact  upon  our  concept  of  emer- 
gency medical  care.  Experience  in  evaluation 
(triage)  of  the  injured,  and  transportation  to 
medical  facilities  have  brought  advances  in  care 
not  known  30-40  years  ago.  Care  of  the  criti- 
cally ill  or  injured  has  become  a specialty  in 
our  profession.  But,  much  needs  to  be  learned 
and  developed.  Trauma  kills  more  young  and 
productive  persons  than  any  disease.  Untold 
numbers  are  disabled  at  a cost  of  billions  of 
dollars.  Time  is  of  the  essence  in  care  of  the 
severely  injured  and  the  critically  ill.  There  is 
no  prevention  other  than  education  and  leg- 
islative action  to  upgrade  the  entire  provision 
of  such  medical  care. 

I worked  at  a hospital  of  about  150  beds 
during  my  premedical  years.  (Forty  hours  a 
week  provided  my  board  and  room  plus  $15 
a month.)  That  hospital  had  an  “emergency 
room"  which  was  little  more  than  a first  aid 
facility.  Patients  were  brought  to  the  hospital 
by  private  automobile,  sometimes  in  a hearse 
converted  to  an  ambulance,  and  rarely  by  a 
bona  fide  ambulance.  The  switchboard  oper- 
ator called  the  operating  room  supervisor  who 
directed  a nurse  (sometimes  a student  nurse) 
to  unlock  the  emergency  room  and  evaluate 
the  patient.  An  intern  was  summoned  and  the 
intern  contacted  an  attending  physician  when 
necessary. 

Today  we  have  trauma  centers  with  ad- 
vanced equipment  which  enables  skilled 


emergency-medicine  personnel  to  give  the  pa- 
tient every  possible  advantage.  The  mode  of 
transportation  of  the  trauma  victim  or  the  crit- 
ically ill  patient  is  expeditious.  Aeromedical 
transportation  by  helicopter  had  its  greatest 
test  during  the  Vietnam  conflict  after  its  in- 
auguration during  the  Korean  War.  Various 
data  have  demonstrated  a definite  decrease  in 
the  mortality  of  trauma  patients  transported 
by  helicopter. 

Maryland  and  Illinois  were  pioneers  in  de- 
velopment of  state-wide  transportation  of 
trauma  victims  by  helicopter.  In  recent  years 
Iowa  has  made  great  strides  in  modes  of  pa- 
tient transportation.  Great  strides  have  been 
made  in  rural  Iowa  to  provide  emergency 
medical  care,  but  there  is  room  for  improve- 
ment. Provisions  have  to  be  made  to  accom- 
modate any  emergency  situation  whether  it  is 
an  individual  with  a fractured  extremity,  a vic- 
tim of  a severe  myocardial  infarction  or  victims 
of  a train  or  air  mishap.  This  last  example  was 
brought  home  with  the  recent  Amtrak  mishap 
near  Russell,  Iowa  and  the  fine  medical  service 
provided  at  the  hospital  in  Chariton. 

Communications  and  transportation  fa- 
cilities have  improved.  Trauma  centers  are 
well-equipped  and  manned  by  skilled  person- 
nel. Skilled  ambulance  personnel  must  be  able 
to  provide  supportive  care  en  route  to  the  cen- 
ter. 

This  issue  of  iowa  medicine  is  dedicated 
to  Emergency  Medical  Service  in  Iowa.  Our 
Medical  Society  has  been  active  in  promoting 
the  best  possible  emergency  medical  service. 
We  have  come  a long  way,  but  the  need  is 
great  for  improvement  and  enlargement  of 
service  facilities.  The  task  is  the  responsibility 
of  the  entire  medical  profession.  — M.E.A. 
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Richard  M.  Caplan,  M.D. 


CME  Notebook 


An  Argument  For  Reading 


1 suspect  most  of  us  probably  have  a list  of 
books  that  we  have  always  wanted  to  read, 
or  feel  that  for  some  probably  vague  reasons 
we  "should”  read.  Or,  if  we've  not  a formu- 
lated list  either  written  or  capable  of  being  put 
to  paper,  at  least  a potential  mental  list  exists 
such  that  we  can  react  when  seeing  or  hearing 
a title:  "Ohh,  that's  one  of  those  books  I've 
always  wanted  to  read." 

So  it  was  with  me  and  the  book  Erewhon 
by  Samuel  Butler.  I can't  recall  when  I first 
learned  of  it,  or  just  why  I felt  intrigued  to 
read  it.  Enough  to  say  that  the  opportunity 
arose  — a confluence  of  time,  text,  mood  and 
discipline  — and  I took  it.  Now  that  I've  read 
it.  I'm  glad.  The  reason  for  feeling  glad  partly 
relates  to  those  wonderful  lines  from  Robert 
Burns's  poem  "To  A Louse"  in  which  the  poet, 
and  through  him,  all  mankind  yearns: 

O wad  some  Pow'r  the  giftie  gie  us 
To  see  oursels  as  ithers  see  us! 

Burns  suggests  that  such  a power  can 
never  be  ours  — partly  right,  of  course.  But 
his  very  poetry  puts  the  lie  to  any  such  ab- 
soluteness, because  his  lines  themselves  re- 
veal to  us  a part  of  the  human  condition,  and 
thus  let  us  glimpse  our  limited  selves  as  we 
really  are.  Most  fine  poetry  and  literature  serve 
that  same  purpose.  But  Erewhon,  published  in 
1872,  is  a part  of  a literary  stream  devoted  with 
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full  intent  to  comment  upon  ourselves  as  in- 
dividuals, society,  nations  or  a civilization. 

Erewhon  isn't  easy  reading,  partly  because 
of  its  Victorian  style,  but  also  because  its  ideas 
and  arguments  challenge  our  fullest  power  of 
attention  and  engagement.  Yet  it's  worthwhile 
and  fun  for  the  mental  exercise.  (Thinking 
doesn't  yield  a product,  as  far  as  I know,  like 
the  sweat  generated  in  a tennis  game,  al- 
though some  kind  of  chemical  juice  must  be 
made  or  changed  to  correspond  to  the  electri- 
cal events  in  all  those  neurons.)  Many  pas- 
sages are  so  provocative  or  artfully  phrased  as 
to  cry  out  for  quoting,  but  I will  mention  only 
two  details  that  are  clearly  medical  in  the  fic- 
tional country  of  Erewhon.  One  of  its  astound- 
ing differences  is  the  attitude  toward  illness, 
which  Erewhonians  consider  highly  immoral 
and  criminal,  leading  them  to  punish  the  sick 
with  scorn  and  hard  labor  in  settings  analo- 
gous to  our  prisons.  Toward  those  who  com- 
mit what  we  call  moral  or  criminal  offenses, 
on  the  other  hand,  they  lavish  pity  and  special 
comforting  attention  at  home  or  in  institutions 
for  rehabilitation.  If  such  a person  has  great 
means,  he  lets  his  friends  know  he  is  suffering 
from  a severe  fit  of  immorality,  which  brings 
them  to  visit  him  with  great  solicitude,  the 
misbehavior  being  attributed  to  pre-natal  or 
post-natal  influences  beyond  the  control  of  the 
miscreant.  These  offenders  are  attended 
professionally  by  a class  trained  in  "soul-craft" 
called  "straighteners"  who  "bend  back  the 
crooked."  They  function  for  the  morally  cor- 
rupt as  physicians  among  us  minister  to  the 
sick. 

In  another  amazing  behavior,  Erewhon 
society  banishes  all  machines  and  technology 
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out  of  fear  that  they  would  dominate  and  re- 
place humans  as  humans  dominate  animals 
and  plants.  That  worry  grew  from  Butler's 
preoccupation  with  the  rise  of  industrialism  in 
19th  century  Britain.  Not  long  ago,  Marshall 
McLuhan  pessimistically  remarked  that  “Man's 
response  to  machines  is  to  become  a ma- 
chine." Also  in  this  century,  many  persons 
voice  corresponding  worries  about  computers 
and  their  ability  to  transform  humankind  into 
something  less,  rather  than  more  human.  A 
recent  JAMA  article  provided  this  reassurance 
about  “computer  control"  of  medical  practice: 
“.  . . commonsense  insights,  used  routinely  in 
patient  care,  are  totally  foreign  to  decision- 
support  systems.  [Such  insights]  will  always 
be  important  to  the  humane  practice  of  med- 
icine, and  practitioners  will  always  have  access 
to  information  that  is  meaningless  to  the  ma- 
chine." (JAMA,  258:66) 

Works  like  Erewhon  employ  satire,  or  often 
describe  some  imaginary,  presumably  faraway 
place  and  citizenry,  through  whose  attitudes 
and  behavior  we  recognize  ourselves.  An  early 


example  is  Sir  Thomas  More's  fictional  civili- 
zation, Utopia  (1515),  whose  name  (Greek  for 
Nowhere)  has  been  applied  to  this  genre  of 
literature.  Other  outstanding  examples  have 
included  Swift's  Gulliver's  Travels,  Lewis  Car- 
roll's  Alice's  Adventures  in  Wonderland,  and  Ed- 
ward Bellamy's  optimistic  Looking  Backward. 
The  dark  side  to  such  literature  comes  to  us 
in  the  bleak  views  of  Aldous  Huxley's  Brave 
New  World  and  George  Orwell's  1984.  Even  the 
charming,  anthropomorphic  creatures  who  in- 
habit many  of  the  Dr.  Seuss  stories  insightfully 
characterize  our  personal  and  collective 
strengths  and  foibles  (and  they  certainly  are 
the  fastest,  easiest  reading  of  all  this  list). 

Forced  by  the  literary  devices  of  inversion, 
satire,  and  surprise,  we  readers  of  Erewhon 
must  reflect  on  ourselves,  our  behavior  and 
reasons.  What  we  learn  in  that  process  can 
both  amaze  us  and  offer  a slight  hope  of  heal- 
ing for  errors  we  scarcely  knew  we  had.  Lit- 
erature thus  helps  us  know  ourselves  better 
and  is  a power  "the  giftie"  has  already  given 
us,  if  we  will  just  use  it. 
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Practice  Management 


Market  Dynamics  and  the 
Pricing  Process 


Physician  services  have  a value  in  the  mar- 
ketplace, but  how  is  this  value  defined? 
How  are  fees  set?  What  is  the  influence  of  the 
marketplace?  How  should  physicians  ap- 
proach the  pricing  process? 

This  article  is  geared  toward  physicians  in 
solo  practice  or  small  single-specialty  groups. 
Most  manage  their  own  practices  without  a 
business  education. 

Practice  income  is  directly  related  to  fees 
collected  for  services.  The  AMA's  Current  Pro- 
cedural Terminology,  Fourth  Edition,  (CPT-4) 
should  help  physicians  codify  their  services. 
The  International  Classification  of  Diseases,  Ninth 
Revision,  Clinical  Modification,  is  helpful  in 
obtaining  reimbursement  from  third  parties. 
Another  work.  Relative  Values  for  Physicians, 
places  the  relative  value  of  various  profes- 
sional services  in  perspective. 

The  value  of  a professional  service  stems 
from  the  customer's  perception  of  quality,  ac- 
cessibility and  price.  Price  is  the  amount  the 
consumer  is  willing  to  pay  for  the  perceived 
value.  It  is  important  to  understand  the  mar- 
ketplace so  the  highest  possible  price  can  be 
applied  to  generate  the  most  revenue. 

You  should  have  an  objective  when  set- 
ting prices.  Increasing  patient  load  or  retaining 
patients  may  necessitate  a new  and  different 
price.  An  example  would  be  participating  in  a 
PRO  where  non-participation  would  mean  not 
having  those  patients.  Maintaining  profitabil- 
ity in  light  of  increasing  costs  may  mean  an 
upward  adjustment  in  fees. 

Traditionally,  physician  fees  were  deter- 
mined by  inflationary  pressures  on  operating 
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costs.  That  approach  was  valid  when  market 
sensitivity  was  latent  and  competition  for  pa- 
tients was  less  intense.  Obviously,  sufficient 
revenues  must  be  achieved  to  stay  in  business, 
but  the  cost  of  operating  a practice  no  longer 
has  such  an  influence  on  price. 

Your  patients  are  not  concerned  about 
your  costs.  Your  goal  should  be  to  put  costs 
into  the  proper  perspective.  Try  to  anticipate 
cost  increases  for  the  coming  year  and  what 
you  might  do  to  compensate,  but  recognize 
the  marketplace  is  the  determining  factor. 

You  must  know  your  competition.  How 
similar  are  their  products  and  prices?  Com- 
petition includes  other  physicians,  hospital 


"The  goal  of  a pricing  policy  is  max- 
imizing profit  while  retaining  patients 
and  increasing  the  patient  base." 


emergency  rooms,  freestanding  ambulatory 
care  centers,  competing  HMOs  and  PPOs,  the 
university  medical  center  and  large  multi-spe- 
cialty groups  and  their  satellite  operations. 

Consider  the  economy  of  the  market  area. 
How  would  you  classify  the  level  of  affluence? 
Is  the  area  predominantly  rural  or  white  collar? 
Are  there  segments  of  the  population  you  wish 
to  have  as  patients?  Are  these  potential  pa- 
tients enrolled  in  an  alternate  delivery  system? 
Assess  this  population's  market  sensitivity  and 
the  maximum  amount  they  will  pay  before 
seeking  a new  provider. 

Your  marketplace  requires  you  to  have  a 
segmented  fee  schedule.  This  schedule  re- 
lates, of  course,  to  the  purchasers  of  your 
professional  services.  Services  for  Medicare 
patients  are  provided  under  a pricing  structure 
set  by  the  government.  The  fee  you  receive 
from  an  HMO  is  the  capitation  amount  paid 
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per  member  per  month  if  you  are  a primary 
care  physician  or  an  amount  per  procedure.  If 
you  participate  in  a PPO,  you  may  have  dis- 
counted your  usual  price  for  fee-for-service  pa- 
tients. You  may  have  another  pricing  policy 
in  order  to  provide  care  to  defined  groups  of 
patients  according  to  contracts  you  bid  or  ne- 
gotiate. These  varying  prices  are  a response  to 
the  marketplace  made  up  of  consumers  who 
are  more  sophisticated  and  cost  conscious. 

Certain  data  will  help  in  the  pricing  proc- 
ess. Market  area  information  may  be  obtained 
through  your  city's  planning  department,  area 
chamber  of  commerce  or  the  regional  planning 
commission.  Iowa's  department  of  commerce 
may  also  have  useful  data. 

Fees  charged  by  local  physicians,  hospi- 
tals and  other  providers  can  be  obtained  by 
direct  inquiry,  accountants  or  management 
consultants.  Although  limited  in  usefulness, 
information  on  prevailing  charges  can  be  ob- 
tained from  Blue  Cross/Blue  Shield  and  the 
Medicare  carrier.  Also,  Medical  Economics  pub- 


lishes regional  data  on  practice  costs  and  rep- 
resentative fees. 

Annual  review  of  the  fee  structure  is  good 
policy;  but  pricing  of  your  services  should  be 
a continuous  process.  Objectives  change  and 
contracts  come  up  for  bid  or  renegotiation  at 
varying  times.  Prices  may  need  adjusting. 

Increasing  the  price  of  high  volume  pro- 
cedures offers  more  revenue  than  increasing 
the  price  of  low  volume  procedures.  The  best 
example  is  the  office  visit.  Discretion  is  ad- 
vised, however,  because  prices  for  office  visits 
are  highly  visible  and  easily  compared. 

The  goal  of  a pricing  policy  is  maximizing 
profit  while  retaining  patients  and  increasing 
the  patient  base.  When  you  develop  a new 
price  schedule,  we  don't  recommend  you 
"market"  it  to  your  patients.  Of  course,  you 
should  let  your  patients  know  inquiries  about 
any  office  policy  are  welcome  and  will  be  an- 
swered. The  pricing  process  you  go  through 
should  allow  you  to  give  thoughtful  and  caring 
responses  to  these  inquiries. 
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U.  of  I.  College  of  Medicine 


MUSCULAR  DYSTROPHY  DISCOVERIES 

at  the  College  of  Medicine  are  being  hailed  as 
landmark.  Kevin  P.  Campbell,  Physiology  and 
Biophysics,  identified  a tunnel-like  protein 
pore  called  a calcium  release  channel  that  con- 
trols muscle  contraction.  This  protein  is  local- 
ized in  the  sarcoplasmic  reticulum  that  sur- 
rounds myofibrils.  Campbell  also  collaborated 
with  researchers  in  Boston  to  identify  the  crit- 
ical muscle  protein  dystrophin,  whose  absence 
causes  Duchenne  muscular  dystrophy.  The 
next  step  for  UI  researchers  will  be  purification 
of  dystrophin  to  determine  its  function  in  nor- 
mal muscle.  Eventually,  this  could  help  sci- 
entists design  treatments  aimed  at  replacing 
dystrophin  or  compensating  for  its  absence, 
Campbell  notes. 

A TOP  MICROBIOLOGY  RESEARCHER , 
SCHOLAR  AND  TEACHER  has  been  appointed 
to  the  UI's  first  endowed  professorship  filled  from 
state  lottery  funds  totaling  $500,000  and  matched 
by  university  funds.  David  T.  Gibson  will  be  named 
professor  of  microbiology  and  biocatalysis.  He  cur- 
rently directs  the  Center  for  Applied  Microbiology 
at  the  University  of  Texas  at  Austin.  As  the  en- 
dowed professor  in  biocatalysis,  he  will  bring  an 
established  program  of  research  and  teaching  to  the 
UI,  have  a leadership  role  in  the  UI  Biocatalysis 
Research  group  and  encourage  collaborations  be- 
tween the  group  and  private  industry.  Gibson  will 
begin  his  new  position  in  September. 

AT-A-GLANCE  . . . Sohan  Singh  Hayreh, 
Ophthalmology,  has  received  the  Doctor  of 
Science  degree  of  the  University  of  London. 
The  university's  highest  award  was  presented 
to  Hayreh  at  a formal  ceremony  in  December 
in  London  by  the  queen's  daughter,  Princess 
Anne,  who  is  chancellor  of  the  university.  . . . 
Department  Head  George  Winokur,  Psychia- 
try, has  been  awarded  the  Distinguished 
Achievement  Award  of  the  American  Acad- 
emy of  Clinical  Psychiatrists  (AACP)  for  ex- 
cellence in  research  which  has  application  to 


clinical  practice.  The  AACP  has  made  this 
award  only  2 other  times  in  its  13-year  history. 

. . . Department  Head  Francois  M.  Abboud, 
Internal  Medicine,  received  a distinguished 
achievement  award  from  the  American  Heart 
Association  (AHA).  The  award  is  given  to  AHA 
members  who  have  made  significant  contri- 
butions to  scientific  knowledge  in  cardiovas- 
cular medicine. 

CERTAIN  DISORDERS  OF  THE  CIRCULA- 
TORY SYSTEM  thwart  the  body's  ability  to  control 
blood  pressure,  according  to  UI  study  findings.  In 
hypertension  and  atherosclerosis,  for  example,  the 
cells  lining  the  blood  vessel  wall  are  damaged  and 
may  result  in  the  body's  inability  to  control  circu- 
lation and  blood  pressure,  says  Cardiovascular 
Center  Director  Francois  M.  Abboud,  Internal 
Medicine. 

JENNIFER  ROBINSON  NIEBYL  will  become 
head  of  Obstetrics  and  Gynecology  in  both  the 
UI  College  of  Medicine  and  in  University  Hos- 
pitals on  May  1.  Niebyl  comes  to  Iowa  from 
Johns  Hopkins  University  School  of  Medicine 
in  Baltimore,  where  she  serves  as  associate 
professor  in  gynecology/obstetrics  and  pedi- 
atrics. Among  her  research  interests  are 
breastfeeding  and  human  lactation  and  factors 
associated  with  premature  births.  Niebyl  will 
succeed  Frank  J.  Zlatnik,  Obstetrics  and 
Gynecology,  who  currently  serves  as  acting 
head  of  the  department. 

A REGIONAL  REGISTRY  OF  INFORMA- 
TION about  dementia  and  Alzheimer's  disease  in 
east  central  Iowa  is  being  established  by  the  UI  and 
state  researchers  with  a grant  from  the  National 
Institute  of  Aging.  "A  registry  of  this  type  will  be 
an  invaluable  resource  for  researchers  not  only  to 
track  incidence  of  the  disorders,  but  to  design  meth- 
ods that  will  improve  diagnosis  and  evaluation," 
says  Department  Head  Robert  B.  Wallace,  Pre- 
ventive Medicine  and  Environmental  Health. 
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Drug  Therapy  Review 


JOHN  E.  KASIK,  M.D.,  Editor 


Sunscreens 


At  first  glance,  devoting  an  issue  of  The 
Drug  Letter  to  sunscreens  in  the  middle 
of  an  Iowa  winter  would  appear  to  be  an  ir- 
rational act  by  both  the  editor  and  the  author, 
but  protecting  the  skin  from  the  damaging  ef- 
fects of  ultraviolet  light  (UVR)  should  be  a year- 
round  activity.  Those  lucky  enough  to  escape 
our  cold  winters  are  likely  to  head  to  the  sunny 
south;  others  will  head  to  the  mountains  to 
ski.  Downhill  skiers  will  be  particularly  sus- 
ceptible to  sun  damage  as  there  is  less  atmos- 
pheric filtration  of  UVR  at  higher  altitudes, 
and  they  will  be  subject  to  increased  UVR  ex- 
posure from  both  direct  and  reflected  (from 
the  snow)  UVR. 

The  UVR  spectrum  is  divided  into  UVA, 
UVB,  and  UVC,  as  summarized  in  Table  I. 
There  is  no  UVC  radiation  in  the  sunlight  that 
reaches  the  earth's  surface  since  the  UVC  is 
filtered  out  by  the  atmosphere.  UVC  is  ger- 
micidal; it  is  emitted  by  germicidal  lamps  as 
well  as  by  mercury  arc  lamps.  Solar  radiation 
reaching  earth  contains  about  10  times  as  much 
UVA  as  UVB,  but  since  it  is  not  as  efficient  in 
producing  erythema,  most  sunscreens  have 
been  directed  against  UVB  rather  than  UVA 
and  the  sun  protection  factor  (SPF)  has  been 
measured  primarily  against  UVB. 

The  energy  required  for  producing  a slight 
erythema  (MED)  is  roughly  equal  for  UVB  and 
UVC,  but  much  greater  for  UVA  (Table  I).  It 
is  because  of  the  greatly  enhanced  erythema 
effectiveness  of  UVB  that  this  portion  of  the 
UVR  spectrum  is  more  important  than  UVA 
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in  burning  from  sunlight.  Many  hours  of  ex- 
posure to  the  UVA  in  sunlight  would  be  nec- 
essary to  develop  an  erythematous  response; 
this  would  be  impossible  unless  the  sun's  UVB 
radiation  was  filtered  out  to  prevent  an  acute 
burn  from  the  UVB.  Nonetheless,  there  is  an 
increasing  body  of  evidence  that  UVA  can  pro- 
duce chronic  skin  damage;  this  is  of  particular 
importance  as  our  population  frequents  tan- 
ning parlors,  most  of  which  use  high  intensity 
UVA  light  sources. 

The  most  obvious  damaging  effect  of  ex- 
cessive sun  exposure  is  an  acute  sunburn.  Of 
greater  importance  are  the  chronic  effects  of 
photoaging,  the  production  of  precancerous 
(actinic  keratoses)  and  malignant  (basal  cell 
carcinomas,  squamous  cell  carcinomas)  epi- 
thelial lesions.  There  is  also  increasing  evi- 
dence that  the  incidence  of  malignant  mela- 
nomas may  also  be  increased  from  chronic  sun 
exposure.  Immune  responses  are  also  altered 
through  the  damaging  effect  of  UVR  on  the 
Langerhans  cells.  Finally,  there  are  many  dis- 
eases such  as  lupus  erythematosus  which  are 
aggravated  by  ultraviolet  light. 

Natural  Filters 

Many  factors  play  a role  in  how  much  UVR 
the  skin  is  exposed  to  and  how  much  damage 
this  UVR  produces.  The  atmosphere  acts  as  a 
UVR  filter.  Therefore,  more  UVR  reaches  the 
skin  when  the  sun  is  high  in  a more  vertical 
axis  with  the  earth's  surface.  There  is  truth  in 
the  classic  Noel  Coward  quotation  "Mad  dogs 
and  Englishmen  go  out  in  the  mid-day  sun." 
It  is  best  to  avoid  excessive  sun  exposure  in 
mid-day  since  there  is  less  atmospheric  filtra- 
tion than  if  the  sun  is  filtered  through  more 
of  the  atmosphere  due  to  its  more  vertical  axis 
with  the  earth's  surface  early  and  late  in  the 

(Please  turn  to  page  88) 
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TABLE  I 

CHARACTERISTICS  OF  THE  UVR  SPECTRUM 


Type 

Spectral  band 

Erythema  potential 

Pigmentary  potential 

UVA 

320-400  nm 

low  (MED  20-100  joules/cm2) 

low 

UVB 

290-320  nm 

very  high  (MED  20-70  m joules/cm2) 

high 

UVC 

200-290  nm 

very  high  (MED  20-100  m joules/cm2) 

moderately  high 

TABLE  II 

SKIN  TYPING  FOR  SUNSCREEN  USE 


Skin  type  & color 

Response  to  UVR 

Sensitivity  to  UVR 

Type  1 (white) 

always  burns  easily;  never  tans 

+ + + + 

Type  II  (white) 

always  burns  easily;  tans  minimally 

+ + + 

Type  III  (white) 

burns  moderately;  light  brown  tan 

+ + + 

Type  IV  (light  brown) 

burns  minimally;  moderate  brown  tan 

+ + 

Type  V (brown) 

rarely  burns;  dark  brown  tan 

+ to  ± 

Type  VI  (dark  brown  to  black) 

never  burns;  deeply  black  tan 

not  sensitive 

day.  The  atmosphere's  ozone  is  a very  effec- 
tive filter;  this  is  one  of  the  major  reasons  for 
the  great  concern  about  the  recently  discov- 
ered holes  in  the  ozone  layer  in  the  Antarctic 
region.  Further  depletion  of  the  ozone  layer 
and  spread  of  these  holes  will  increase  the  in- 
cidence of  skin  cancer. 

It  goes  without  saying  that  clothing  pro- 
vides protection,  and  the  bulk  of  the  hair  of 
the  scalp  can  be  considered  “clothing"  which 
also  is  an  effective  filtering  substance.  For  in- 
stance, actinic  damage  of  the  ears  is  more  com- 
mon in  men  than  in  women  since  their  ears 
are  often  not  covered  by  hair.  Actinic  damage 
to  the  scalp  is  much  more  common  in  bald 
men.  Of  the  intrinsic  substances  in  the  skin, 
the  melanin  content  and  its  distribution  in  the 
skin  is  the  single  most  important  natural  de- 
fense against  UVR.  Other  natural  intrinsic  de- 
fenses include  the  thickening  of  the  stratum 
corneum  which  results  from  sun  exposure,  the 
preferential  accumulation  of  carotinoids  in  the 
skin,  the  formation  of  urocanic  acid  in  the  skin 
and  certain  enzyme  systems  such  as  super- 
oxide dismutase  in  the  skin. 

Several  factors  enter  into  the  type  of  sun- 
screen that  should  be  used.  First  and  foremost 
is  the  propensity  of  the  individual  to  develop 
a reaction  to  the  sun.  A classification  system 
for  skin  typing  has  been  developed  which  ex- 
tends from  skin  type  I to  VI  (Table  II).  Those 
individuals  classified  as  type  I and  II  are  very 


sensitive  to  UVR  and  need  very  effective  sun- 
screens. Individuals  with  type  III  or  IV  skin 
burn  moderately  or  minimally  and  develop 
more  tanning  which  is  protective.  Type  V and 
VI  skin  are  found  in  darkly  pigmented  races; 
these  individuals  rarely,  if  ever,  burn.  The  skin 
type  and  the  expected  exposure  obviously  in- 
fluence the  choice  of  sunscreen. 

Types  of  Sunscreens 

Sunscreens  are  either  topical  agents  or  or- 
ally administered  drugs.  The  orally  adminis- 
tered drugs  include  psoralens,  chloroquine  and 
(3-carotene;  they  are  useful  in  certain  specific 
disease  states,  but  have  not  been  proven  to  be 
useful  for  general  protection  of  the  skin.  Per- 
haps in  the  future  a non-toxic  orally  admin- 
istered drug  may  become  available. 

The  topical  sunscreens  are  divided  into 
chemical  and  physical  sunscreens.  The  chem- 
ical sunscreens  contain  UVR  absorbing  chem- 
ical filters  such  as  para-aminobenzoic  acid 
(PABA),  PABA  esters,  benzophenones,  cin- 
namates,  salicylates  and  anthranilates.  They 
are  available  in  creams,  lotions  and  gels,  and 
are  cosmetically  acceptable  since  they  are  col- 
orless and  act  as  UVR  absorbers.  In  contrast, 
the  physical  sunscreens  are  cosmetically  less 
acceptable  since  they  contain  barrier  sub- 
stances like  titanium  dioxide,  zinc  oxide,  ka- 
olin, talc  and  iron  oxide.  They  aid  as  reflectors 
of  UVR  and  are,  therefore,  opaque.  Nonethe- 
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less,  they  are  very  effective  and  have  the  added 
advantage  that  the  consumer  can  see  if  there 
is  an  adequate  film  of  material  on  their  skin. 

In  evaluating  the  effectiveness  of  a sun- 
screen, the  sun  protection  factor  (SPF)  is  used. 
This  is  a ratio  of  the  MED  of  the  sunscreen- 
protected  skin  to  the  MED  of  the  unprotected 
skin.  The  SPF  rating  is  listed  on  the  labels  of 
all  sunscreen  products.  Using  the  SPF,  the  best 
protection  is  obtained  with  sunscreens  con- 
taining an  SPF  of  15  or  greater.  Sunscreens 
with  SPF's  of  6 or  lower  provide  minimal  pro- 
tection. In  recent  years,  agents  with  SPF's 
greater  than  20  have  been  developed;  whether 
these  are  better  than  those  with  an  SPF  of  15 
remains  to  be  evaluated  since  they  may  pro- 
vide more  protection  than  is  needed  for  the 
average  amount  of  sunlight  one  is  likely  to  be 
exposed  to.  On  the  other  hand,  they  may  be 
of  particular  help  for  those  who  are  extremely 
sun-sensitive. 

Evaluating  SPF 

Many  variables  enter  into  the  evaluation 
of  the  SPF.  These  include  the  skin  type  of  the 
test  subjects,  the  skin  site  used  for  testing,  the 
UVR  intensity,  the  radiation  source,  the  con- 
centration of  the  active  agent,  the  vehicle,  the 
thickness  of  the  applied  film,  the  environ- 
ment, the  substantivity  of  the  sunscreen  in  the 
presence  of  moisture  (swimming  and  sweat- 
ing) and  the  testing  procedure.  Thus  the  SPF 
can  only  be  used  as  an  approximate  measure 
of  effectiveness  since  standardized  testing 
techniques  have  not  been  used  in  establishing 
the  SPF  for  all  sunscreens.  Furthermore,  actual 
usage  is  not  the  same  as  testing,  and  most 
sunscreens  do  not  perform  as  well  in  the  field 
as  in  the  laboratory. 

If  cosmetic  appearance  is  not  important, 
a physical  blocking  agent  will  provide  excel- 
lent protection.  If  the  cosmetic  appearance  is 
important,  a sunscreen  containing  PABA, 
PABA  esters,  combinations  of  PABA  esters  and 
benzophenones,  or  non-PABA  sunscreens 
containing  either  benzophenones  or  cinna- 
mates  should  be  used.  Sunscreens  that  only 
contain  free  PABA  are  probably  less  com- 
monly used  now  since  PABA,  but  not  its  es- 
ters, stain  clothing.  Sunscreens  containing 
combinations  of  PABA  esters  and  benzophe- 
nones provide  the  broadest  range  of  activity 
since  the  protective  range  of  the  benzophe- 
nones extend  into  the  UVA  range. 


Probably  the  most  important  point  to  em- 
phasize to  the  patient  is  that  the  frequency  of 
application  must  be  adjusted  to  conditions  such 
as  the  amount  of  exposure,  the  presence  or 
absence  of  reflecting  surfaces  such  as  snow 
and  water,  the  time  of  day  and  the  activity. 
There  is  no  single  sunscreen  that  is  ideal  for 
all  circumstances,  and  repeated  applications 
may  be  necessary.  Substantivity  and  intact- 
ness of  the  applied  film  are  of  utmost  impor- 
tance; sweating  and  activities  such  as  swim- 
ming will  dilute  and  wash  off  many 
sunscreens.  It  is  probably  the  most  important 
factor  for  the  decreased  effectiveness  of  sun- 
screens. Therefore,  it  is  of  extreme  importance 
to  reapply  sunscreens  frequently  if  one  does 
perspire  or  swim. 

Obviously,  it  is  extremely  unlikely  that 
pharmaceutical  manufacturers  will  market  a 
sunscreen  that  is  likely  to  produce  an  adverse 
reaction.  Indeed,  sensitization  responses  to 
commercially  available  sunscreens  are  very 
rare.  Nonetheless,  contact  sensitization  to 
sunscreens  can  occur  and  the  patient  should 
discontinue  a sunscreen  if  a dermatitis  ap- 
pears. A patient  who  is  sensitive  to  benzo- 
caine,  procaine,  paraphenylenediamine,  thia- 
zides or  other  sulfonamides  may  show  a cross 
sensitivity  to  PABA  or  its  esters.  Therefore, 
sunscreens  containing  PABA  or  its  derivatives 
should  not  be  used  in  patients  known  to  be 
sensitive  to  any  of  the  above  named  agents. 

Summary 

Sunscreens  are  important  in  the  preven- 
tion of  photoaging,  specific  sun-related  cuta- 
neous diseases  and  skin  cancer.  Topical  sun- 
screens may  either  be  chemical  or  physical. 
Sunscreens  are  rated  by  their  protection  factor 
(SPF);  individuals  with  extremely  sensitive  skin 
need  a sunscreen  with  a higher  SPF  than  those 
with  less  sensitive  skin.  Many  factors  enter 
into  the  effectiveness  of  any  sunscreen  during 
actual  usage.  It  is  particularly  important  to  re- 
mind patients  that  a single  application  of  a 
sunscreen  will  not  provide  protection  if  it  is 
washed  off  by  sweating  or  swimming.  — John 
S.  Strauss,  M.D.,  Professor  and  Head,  Depart- 
ment of  Dermatology. 
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Iowa  Emergency  Medical 
Services:  Funding  the  Future 

Iowa's  emergency  medical  services  system 
is  facing  a crisis  which  may  jeopardize  the 
prompt  and  appropriate  care  of  Iowans.  We 
must  maintain  effective  emergency  medical 
services  where  they  exist,  upgrade  services  in 
need  of  improvement  and  develop  services 
where  there  are  none  so  the  same  basic  stan- 
dard of  emergency  medical  care  is  available  to 
every  Iowan. 

Prior  to  1966,  EMS  in  Iowa  was  provided 
primarily  by  funeral  homes  using  hearses  with 
poorly  trained  attendants  and  without  ade- 
quate equipment.  The  primary  purpose  of 
emergency  care  was  how  fast  you  could  get 
the  “victim”  to  the  hospital. 

The  1966  Highway  Safety  Act  and  the 
Emergency  Medical  Services  Act  of  1973  pro- 
vided the  impetus  behind  EMS  development 
in  the  United  States.  The  EMS  Act  provided 
about  $6.5  million  for  EMS  development  in 
Iowa  between  1975  and  1981. 

In  1978,  Iowa  passed  the  "Advanced  Care 
Law”  establishing  minimum  standards  for  am- 
bulance, rescue  and  first  response  services  us- 
ing advanced  emergency  medical  technicians 
and  paramedics.  Since  that  time,  over  140 
services  have  applied  for  authorization  to  pro- 
vide “advanced  care.”  Iowa  is  among  only  a 
few  states  which  have  not  established  mini- 
mum standards  for  services  that  operate  at  the 
“basic  care"  level. 

Iowa's  EMS  system  is  composed  of  pro- 
viders ranging  from  the  CPR  trained  bystander 
to  the  trained  emergency  medical  technician 
to  the  nurse  and  physician  in  the  hospital. 
About  71%  of  EMS  services  in  Iowa  are  staffed 
by  volunteers.  In  addition,  62%  of  Iowa's  am- 


This  information  on  public  health  matters  is  furnished  and  spon- 
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bulance  services  must  travel  over  10  miles  to 
the  nearest  hospital.  This  distance  is  extremely 
critical  considering  that  irreversible  brain  dam- 
age begins  4 to  6 minutes  after  the  heart  stops. 

When  federal  EMS  funding  was  lost  in 
1981,  Iowa  experienced  a sudden  drop  in  the 
number  of  trained  ambulance  personnel;  train- 
ing levels  have  fallen  by  nearly  40% . Much  of 
the  drop  can  be  attributed  to  lack  of  funding. 
In  addition  to  donating  their  time  whenever 
an  emergency  arises,  most  volunteers  must  pay 
their  own  training  costs.  These  costs  range  from 
$200-$700  depending  upon  the  level  of  train- 
ing. 

In  1981,  the  Iowa  Department  of  Public 
Health  estimated  that  equipping  Iowa  ambu- 
lances with  nationally-recognized  minimum 
equipment  packages  would  cost  about 
$500,000.  No  federal  EMS  money  has  been 
available  to  purchase  the  needed  equipment. 
Also,  the  high  cost  of  ambulances  has  forced 
services  to  delay  purchase  of  replacement  ve- 
hicles. 

In  fiscal  year  1985-1986,  Iowa  counties 
budgeted  over  $800,000  in  federal  revenue 
sharing  funds  for  ambulance  services.  Today, 
revenue  sharing  funds  are  no  longer  available 
and  counties  are  faced  with  deciding  whether 
to  raise  taxes  to  support  the  ambulance  service 
or  stop  funding  the  service. 

Presently,  Iowa  receives  only  $210,000  in 
federal  funds  each  year  for  EMS  development. 
Previous  federal  EMS  funds  provided  to  Iowa 
were  intended  as  seed  money  and  Iowa  was 
expected  to  assume  the  leadership  role  for 
EMS,  including  developing  an  on-going  fund- 
ing mechanism.  Iowa  has  not  implemented 
such  a funding  mechanism  and  ranks  48th  in 
the  U.S.  in  state  funding  for  EMS.  Many  other 
states  have  implemented  comprehensive 
funding  programs  for  EMS  development  using 
moving  violation  surcharges,  lottery  proceeds, 
etc. 

Demands  upon  Iowa's  EMS  system  will 
increase  as  Iowa's  elderly  population  contin- 
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ues  to  grow.  To  meet  the  growing  needs,  Iowa 
must  ensure  the  availability  of  appropriately 
trained  and  equipped  prehospital  care  pro- 
viders. 

The  Iowa  EMS  Task  Force  was  appointed 
in  the  fall  of  1986  to  examine  Iowa's  EMS  sys- 
tem and  identify  the  future  direction  for  de- 
velopment. The  task  force  membership  in- 
cludes members  of  the  Iowa  Medical  Society 
(Tom  Foley,  M.D.,  Chairperson  and  Tim  Pe- 
terson, M.D.)  and  the  Iowa  Osteopathic  Med- 
ical Association  (Mark  Randleman,  D.O.).  The 
task  force  has  proposed  an  annual  fund  of  $1 
per  capita  (approximately  $2.9  million)  which 
would  be  established  for  the  purpose  of  sup- 
porting EMS  development  and  improvement 
at  the  state,  regional,  county  and  local  levels. 
The  Iowa  Department  of  Public  Health  would 
adopt  administrative  rules  to  administer  and 
implement  the  provisions  of  this  fund.  Those 


December  1987 


Disease 

Dec. 

1987 

Total 

1987 

to 

Date 

1986 

to 

Date 

Most  Dec.  Cases 
Reported  From 
These  Counties 

AIDS 

1 

40 

21 

NA 

Amebiasis 

1 

37 

53 

Polk 

Brucellosis 

0 

3 

1 

Chickenpox 

678 

8740 

7671 

Scattered 

Campylobacter 

15 

289 

366 

Scattered 

Cytomegalovirus 
Eatons  Agent 

0 

25 

20 

Infection 

6 

66 

39 

Black  Hawk,  Linn, 
Polk 

Encephalitis,  viral 
Erythema 

3 

16 

29 

Crawford,  Polk, 
Pottawattamie 

Infectiosum 

Gastroenteritis 

6 

895 

294 

Linn,  Marion, 
Poweshiek, 
Woodbury 

(GIV) 

3380 

19372 

18956 

Scattered 

Giardiasis 

47 

443 

388 

Scattered 

Hepatitis,  A 

13 

108 

45 

Scattered 

Hepatitis,  B 
Hepatitis,  Non 

9 

113 

91 

Scattered 

A-B 

Hepatitis 

2 

30 

28 

Harrison,  Scott 

type  unspecified 

0 

7 

1 

Herpes  Simplex 

119 

1229 

1289 

Scattered 

Herpes  Zoster 

0 

2 

0 

Histoplasmosis 

Infectious 

4 

20 

22 

Boone,  Buchanan, 
Fayette, 
Winneshiek 

mononucleosis 

26 

190 

250 

Blackhawk,  Floyd, 
Linn,  Mitchell, 
Polk 

rules  would  address,  but  would  not  be  limited 
to,  establishment  of  a coordinating  council,  ex- 
penditure of  funds,  expenditure  priorities,  el- 
igibility criteria,  local  commitment,  the  for- 
mula for  the  disbursement  of  funds,  financial 
audits,  recordkeeping  requirements,  program 
evaluation  and  any  other  special  reporting  re- 
quirements. 

Funds  used  at  the  state  level  ($200,000) 
would  support  necessary  staff  for  the  opera- 
tion of  the  state  EMS  section.  The  state's  EMS 
responsibilities  are  mandated  in  Iowa  Code 
section  147.161  and  Iowa  Code  chapter  147A. 

Funds  at  the  regional  level  ($300,000) 
would  be  distributed  among  Iowa's  6 regional 
EMS  councils  and  would  cover  staff  positions 
and  administrative  costs  (including  training 
equipment  and  supplies).  The  role  of  the  re- 
gions would  be  to  coordinate  the  planning  of 
(Please  turn  to  page  92) 


Morbidity  Report 


Disease 

Dec. 

1987 

Total 

1987 

to 

Date 

1986 

to 

Date 

Most  Dec.  Cases 
Reported  From 
These  Counties 

Influenza, 

lab  confirmed 

0 

67 

250 

Influenza-like 

illness  (URI) 

875 

39132 

86670 

Scattered 

Legionellosis 

2 

12 

15 

Emmet,  Polk 

Malaria 

0 

6 

1 

Meningitis 

aseptic 

3 

76 

60 

Polk,  Poweshiek 

bacterial 

13 

91 

90 

Scattered 

meningococcal 

0 

5 

11 

Mumps 

31 

469 

87 

Scattered 

Pertussis 

1 

58 

19 

Dubuque 

Rabies  in  animals 

15 

269 

187 

Scattered 

Reye  Syndrome 

0 

0 

0 

Rheumatic  Fever 

0 

3 

6 

Rubella 

(German 

measles) 

0 

1 

1 

Measles 

0 

0 

134 

Salmonellosis 

16 

186 

281 

Scattered 

Shigellosis 

17 

112 

23 

Scattered 

Toxic  Shock 

Syndrome 

1 

6 

8 

Palo  Alto 

Tuberculosis 

total  ill 

4 

44 

46 

Mitchell,  Scott,  Story 

bact.  pos. 

2 

41 

43 

Scott,  Story 

Typhoid  Fever 

0 

0 

1 

Venereal  diseases 

Gonorrhea 

275 

2990 

3866 

Scattered 

Chlamydia 

390 

3697 

2758 

Scattered 

Syphilis 

1 

27 

9 

Harrison 
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EMS  system  development  in  their  particular 
multicounty  area  and  with  the  other  EMS  re- 
gions in  the  state. 

The  Department  would  fund  special  proj- 
ects ($220,000)  that  would  enhance  EMS  sys- 
tem development.  Examples  of  special  proj- 
ects would  include,  but  would  not  be  limited 
to: 

• Prehospital  care  reports  and  data  col- 
lection 

• Trauma  registries 

• EMS  instructor  workshops 

• EMS  surveys 

• EMS  studies  of  new  skills,  medications 
and  equipment 

The  Department  could  enter  into  a con- 
tract with  a governmental,  public  or  private 


organization  approved  to  conduct  special  proj- 
ects. Special  projects  are  necessary  to  gather 
essential  data  about  Iowa's  EMS  system  to  as- 
sist with  programming  and  planning. 

Minimum  eligibility  criteria  for  the  dis- 
bursement and  use  of  funds  by  counties  at  the 
local  level  ($2,180,000)  would  include  an  al- 
location formula.  These  funds  would  be  used 
to  supplement  (not  supplant)  funds  currently 
available  for  EMS.  Each  county  would  estab- 
lish an  EMS  association  to  provide  program 
evaluation  and  advise  the  county  board  of  su- 
pervisors on  EMS-related  matters.  In  conjunc- 
tion with  the  county  EMS  association,  the 
county  board  of  supervisors  would  submit  a 
plan  for  EMS  development  to  the  regional  EMS 
councils  for  review  and  approval.  Participation 
of  the  medical  community  in  the  development 
of  a county/regional/state  EMS  plan  is  essen- 
tial. 

The  crisis  facing  Iowa's  EMS  system  must 
be  addressed  by  providing  funding  to  main- 
tain these  life-sustaining  services.  Otherwise, 
Iowans  — especially  those  in  rural  areas  — 
will  lose  effective  prehospital  emergency  care. 


§i  EAST  »GW  ST 


“HERPECIN-L  is  my  treatment  of  choice  for 
perioral  herpes.”  GP,  NY 


For- 


“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DOS,  MN 

“HERPECIN-L?.  . . a conservative  approach 
with  low  risk/high  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-L  . .proven  far  superior.”  DDS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories, 
Inc.,  P.O.  BOX  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 


In  Iowa,  HERPECIN-L  is  available  at  all  Hartig,  Medicap, 
Medicine  Chest,  Osco,  Walgreens  and  other  select  pharmacies. 


Not  everyone  over  60  needs  our 
special  services,  but  we  still  feel 
they  deserve  them 


We  don't  have  stereotyped  ideas  about 
older  people  all  being  needy  or  in  frail 
health.  We  know  that  many  of  our  custom- 
ers who  are  over  sixty  are  in  great  shape 
both  physically  and  financially.  Still,  we 
offer  everyone  over  sixty  a 10%  discount, 
and  we'll  help  with  Medicare  and  Medicaid 
forms  whenever  anyone  needs  us  to.  It's  our 
way  of  thanking  our  older  customers,  be- 
cause many  of  them  have  been  our  best 
customers  for  a long  time. 


For  over  80  years,  Peoples  Drug  Stores 
has  served  patients  reliably  and  profession- 
ally. Today  all  the  services  we  offer  reflect 
our  continuing  commitment  to  help  our 
customers  as  their  health  care  needs  change. 

■ An  Extensive  Inventory  of  Generic  Drugs 

■ Braille  Prescription  Labeling  Available 

■ Free  Health  Care  Pamphlets 

■ Patient  Guide  to  Prescription  Drugs 


Every  Peoples  has  an  unlisted  phone  that’s  reserved 
only  for  doctors  and  answered  only  by  pharmacists. 
Please  call  your  local  store  to  obtain  the  number. 


PEOPLES 

DRUG 


The  Convenience  you  want,  the  SAVINGS  you  deserve. 
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About  Iowa  Physicians 


Dr.  William  B.  Paltzer  has  joined  Drs.  Joseph 
M.  Freund  and  Raul  Ruiz  in  the  Eldora  Clinic. 
Dr.  Paltzer  formerly  practiced  at  the  Lowden 
Medical  Clinic  in  Lowden.  Dr.  Kathleen  Fos- 
ter-Wendel  has  joined  the  staff  at  McFarland 
Clinic,  P.C.  in  Ames.  Dr.  Foster-Wendel  re- 
ceived the  M.D.  degree  from  the  University  of 
North  Carolina  School  of  Medicine,  Chapel 
Hill.  She  completed  her  pediatric  residency  at 
Blank  Children's  Hospital  in  Des  Moines.  Dr. 
Kenneth  B.  Washburn  has  joined  the  Park 
Clinic,  Mason  City,  in  physical  medicine  and 
rehabilitation.  Dr.  Washburn  received  the  M.D. 
degree  from  the  University  of  Missouri  School 


of  Medicine,  Columbia.  Prior  to  joining  the 
Park  Clinic,  Dr.  Washburn  practiced  in  Texas. 
Dr.  Richard  Rogers,  Eldora,  was  honored  at 
an  open  house  at  the  Eldora  Regional  Medical 
Center.  Dr.  Rogers  has  retired  after  serving 
the  Eldora  community  for  45  years.  Dr.  Burt 
Bottjen  and  Dr.  David  Carlyle  have  joined  the 
staff  at  the  Kossuth  Family  Health  Center  in 
Algona.  Dr.  Bottjen  received  the  M.D.  degree 
from  the  U.  of  I.  College  of  Medicine  and  com- 
pleted his  family  practice  residency  at  Broad- 
lawns  Medical  Center  in  Des  Moines.  Dr.  Car- 
lyle formerly  practiced  at  the  Titonka  Medical 
Center.  He  received  the  M.D.  degree  from  the 


( 

(fsERADYNl) 
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• Rapid  in-office  results— in  as  little  as 

VI VI D 

45  minutes 

• Results  comparable  to  current  labora- 
tory procedures 

Chlamydia 

• Specific  for  the  detection  of  all  15 
immunotypes  of  Chlamydia  trachomatis 

• Economical  cost  per  test  considerably 

less  than  reference  labs 

The  wait  is  over 

• Easy-to-use— no  expensive  instru- 

mentation  or  complicated  interpre- 
tation required 

Hawkeye  Medical  Supply,  Inc. 

HOME  OFFICE.  225  E PRENTISS  STREET,  IOWA  CITY,  IA  52244  (319)  337-3121  IOWA  WATS 

BRANCH  OFFICE:  7212  UNIVERSITY  AVE.,  DES  MOINES,  IA  50311  (515)  274-4015  1-800-272-6448 

"After  the  sale  . . 

V 

it’s  the  SERVICE  that  counts." 

s 
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U.  of  I.  College  of  Medicine  and  served  his 
family  practice  residency  in  Waterloo. 


Dr.  William  C.  Mobley,  Davenport,  has  re- 
ceived the  Thirlby  Award  for  presenting  the 
best  scientific  project  at  the  American  Urology 
Association's  North  Central  Section  annual 
convention.  Dr.  John  H.  Smith,  Bettendorf, 
co-authored  the  paper.  Dr.  Geoffrey  Miller 
was  re-elected  to  the  Anamosa  School  District 
Board  of  Education.  Dr.  Miller  practices  in  An- 
amosa and  Central  City.  Dr.  Jack  Dodd,  Ames, 
has  been  named  a Fellow  in  the  American  Psy- 
chiatric Association.  Dr.  Dodd  is  on  staff  at  the 
McFarland  Clinic,  P.C.  in  Ames.  Iowa  Lu- 
theran Hospital,  Des  Moines,  earned  an  Award 
of  Merit  at  the  1987  Health  Care  Forum  In- 
novator Awards  Competition  for  their  Physi- 
cian Leadership  Development  Plan.  Dr.  N.  L. 
Saxton,  medical  director  at  Iowa  Lutheran,  re- 
ceived the  award  on  behalf  of  the  Hospital. 
The  following  physicians  have  been  elected 
officers  of  the  Iowa  Academy  of  Family  Phy- 
sicians: Dr.  Robert  Christensen,  Carroll,  pres- 
ident, Dr.  Larry  Boeke,  West  Union,  presi- 
dent-elect, and  Dr.  James  Kimball,  Osceola, 
vice-president. 


Dr.  B.  S.  Ajaikumar  and  Dr.  Rohini  Reganti 

have  opened  a cancer-treatment  clinic  in  Bur- 
lington. Dr.  Ajaikumar  has  practiced  in  Bur- 
lington for  8 years  and  Dr.  Reganti  has  also 
practiced  locally  for  4 years.  Dr.  Ronald  A. 
Vidal,  Clinton,  recently  was  elected  to  Fellow- 
ship in  the  American  College  of  Surgeons  dur- 
ing their  annual  meeting.  John  W.  Colloton, 
Iowa  City,  director  of  University  of  Iowa  Hos- 
pitals and  Clinics  and  assistant  to  the  univer- 
sity president  for  statewide  health  services,  was 
installed  as  chairman  of  the  Association  of 
American  Medical  Colleges  (AAMC)  at  the  as- 
sociation's 98th  annual  meeting.  Dr.  Jeanne 
Giddings  has  begun  practice  at  the  Mercy- 
Skywalk  Medical  Clinic  in  Des  Moines.  Dr. 
Giddings  received  the  D.O.  degree  from  the 
University  of  Osteopathic  Medicine  and  Health 
Sciences  in  Des  Moines,  and  completed  her 
residency  at  Iowa  Lutheran  Hospital.  The  Col- 
lege of  Biological  Sciences  at  the  University  of 
Osteopathic  Medicine  and  Health  Sciences  in 
Des  Moines  has  appointed  Dr.  Dennis  Mal- 
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K-1UR 

(potassium  chloride)  Sustained  Release  Tablets 


INDICATIONS  AND  USAGE:  BECAUSE  OF  REPORTS  OF  INTESTINAL  AND  GASTRIC  ULCERATION  AND 
BLEEDING  WITH  SLOW-RELEASE  POTASSIUM  CHLORIDE  PREPARATIONS,  THESE  DRUGS  SHOULD 
BE  RESERVED  FOR  THOSE  PATIENTS  WHO  CANNOT  TOLERATE  OR  REFUSE  TO  TAKE  LIQUID  OR  EF- 
FERVESCENT POTASSIUM  PREPARATIONS  OR  FOR  PATIENTS  IN  WHOM  THERE  IS  A PROBLEM  OF 
COMPLIANCE  WITH  THESE  PREPARATIONS. 

1 . For  therapeutic  use  in  patients  with  hypokalemia  with  or  without  metabolic  alkalosis,  in  digitalis 
intoxication  and  in  patients  with  hypokalemic  familial  periodic  paralysis. 

2 For  the  prevention  of  potassium  depletion  when  the  dietary  Intake  is  inadequate  in  the  following 
conditions:  Patients  receiving  digitalis  and  diuretics  for  congestive  heart  failure,  hepatic  cirrhosis 
with  ascites,  states  of  aldosterone  excess  with  normal  renal  function,  potassium-losing  nephropathy, 
and  with  certain  diarrheal  states. 

3.  The  use  of  potassium  salts  in  patients  receiving  diuretics  for  uncomplicated  essential  hyperten- 
sion is  often  unnecessary  when  such  patients  have  a normal  dietary  pattern.  Serum  potassium 
should  be  checked  periodically,  however,  and  if  hypokalemia  occurs,  dietary  supplementation  with 
potassium-containing  foods  may  be  adequate  to  control  milder  cases.  In  more  severe  cases  sup- 
plementation with  potassium  salts  may  be  indicated. 

CONTRAINDICATIONS:  Potassium  supplements  are  contraindicated  in  patients  with  hyperkalemia 
since  a further  increase  in  serum  potassium  concentration  in  such  patients  can  produce  cardiac 
arrest.  Hyperkalemia  may  complicate  any  of  the  following  conditions:  Chronic  renal  failure,  systemic 
acidosis  such  as  diabetic  acidosis,  acute  dehydration,  extensive  tissue  breakdown  as  in  severe  burns, 
adrenal  insufficiency,  or  the  administration  of  a potassium-sparing  diuretic  (e  g , spironolactone, 
triamterene). 

Wax-matrix  potassium  chloride  preparations  have  produced  esophageal  ulceration  in  certain  cardi- 
ac patients  with  esophageal  compression  due  to  enlarged  left  atrium 

All  solid  dosage  forms  of  potassium  chloride  supplements  are  contraindicated  in  any  patient  in 
whom  there  is  cause  for  arrest  or  delay  in  tablet  passage  through  the  gastrointestinal  tract.  In  these 
instances,  potassium  supplementation  should  be  with  a liquid  preparation 
WARNINGS:  Hyperkalemia— In  patients  with  impaired  mechanisms  for  excreting  potassium,  the  ad- 
ministration of  potassium  salts  can  produce  hyperkalemia  and  cardiac  arrest.  This  occurs  most  com- 
monly in  patients  given  potassium  by  the  intravenous  route  but  may  also  occur  in  patients  given 
potassium  orally.  Potentially  fatal  hyperkalemia  can  develop  rapidly  and  be  asymptomatic.  The  use  of 
potassium  salts  in  patients  with  chronic  renal  disease,  or  any  other  condition  which  impairs  potas- 
sium excretion,  requires  particularly  careful  monitoring  of  the  serum  potassium  concentration  and 
appropriate  dosage  adjustment. 

Interaction  with  Potassium  Sparing  Diuretics— Hypokalemia  should  not  be  treated  by  the  con- 
comitant administration  of  potassium  salts  and  a potassium-sparing  diuretic  (e  g , spironolactone  or 
triamterene)  since  the  simultaneous  administration  of  these  agents  can  produce  severe  hyperkalemia. 

Gastrointestinal  Lesions— Potassium  chloride  tablets  have  produced  stenotic  and/or  ulcerative 
lesions  of  the  small  bowel  and  deaths.  These  lesions  are  caused  by  a high  localized  concentration  of 
potassium  ion  in  the  region  of  a rapidly  dissolving  tablet,  which  injures  the  bowel  wall  and  thereby 
produces  obstruction,  hemorrhage  or  perforation. 

K-DUR  tablets  contain  micro-crystalloids  which  disperse  upon  disintegration  of  the  tablet  These 
micro-crystalloids  are  formulated  to  provide  a controlled  release  of  potassium  chloride.  The  dispersi- 
bility of  the  micro-crystalloids  and  the  controlled  release  of  ions  from  them  are  intended  to  minimize 
the  possibility  of  a high  local  concentration  near  the  gastrointestinal  mucosa  and  the  ability  of  the  KCI 
to  cause  stenosis  or  ulceration.  Other  means  of  accomplishing  this  (e  g , incorporation  of  potassium 
chloride  into  a wax  matrix)  have  reduced  the  frequency  of  such  lesions  to  less  than  one  per  100,000 
patient  years  (compared  to  40-50  per  100,000  patient  years  with  enteric-coated  potassium  chloride) 
but  have  not  eliminated  them.  The  frequency  of  Gl  lesions  with  K-DUR  tablets  is,  at  present, 
unknown.  K-DUR  tablets  should  be  discontinued  immediately  and  the  possibility  of  bowel  obstruction 
or  perforation  considered  if  severe  vomiting,  abdominal  pain,  distention,  or  gastrointestinal  bleeding 
occurs. 

Metabolic  Acidosis— Hypokalemia  in  patients  with  metabolic  acidosis  should  be  treated  with  an 
alkalinizing  potassium  salt  such  as  potassium  bicarbonate,  potassium  citrate,  potassium  acetate,  or 
potassium  gluconate. 

PRECAUTIONS:  The  diagnosis  of  potassium  depletion  is  ordinarily  made  by  demonstrating  hypokale- 
mia in  a patient  with  a clinical  history  suggesting  some  cause  for  potassium  depletion  In  interpreting 
the  serum  potassium  level,  the  physician  should  bear  in  mind  that  acute  alkalosis  per  se  can  produce 
hypokalemia  in  the  absence  of  a deficit  in  total  body  potassium  while  acute  acidosis  per  se  can  in- 
crease the  serum  potassium  concentration  into  the  normal  range  even  in  the  presence  of  a reduced 
total  body  potassium.  The  treatment  of  potassium  depletion,  particularly  in  the  presence  of  cardiac 
disease,  renal  disease,  or  acidosis  requires  careful  attention  to  acid-base  balance  and  appropriate 
monitoring  of  serum  electrolytes,  the  electrocardiogram,  and  the  clinical  status  of  the  patient. 

Laboratory  Tests:  Regular  serum  potassium  determinations  are  recommended.  In  addition,  during 
the  treatment  of  potassium  depletion,  careful  attention  should  be  paid  to  acid-base  balance,  other 
serum  electrolyte  levels,  the  electrocardiogram,  and  the  clinical  status  of  the  patient,  particularly  in 
the  presence  of  cardiac  disease,  renal  disease,  or  acidosis. 

Drug  Interactions:  Potassium-sparing  diuretics:  see  WARNINGS. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  Long-term  carcinogenicity  studies  in 
animals  have  not  been  performed. 

Pregnancy  Category  C:  Animal  reproduction  studies  have  not  been  conducted  with  K-DUR.  It  is 
also  not  known  whether  K-DUR  can  cause  fetal  harm  when  administered  to  a pregnant  woman  or  can 
attect  reproduction  capacity.  K-DUR  should  be  given  to  a pregnant  woman  only  if  clearly  needed. 

Nursing  Mothers:  The  normal  potassium  ion  content  of  human  milk  is  about  13  mEq  per  liter.  Since 
oral  potassium  becomes  part  of  the  body  potassium  pool,  so  long  as  body  potassium  is  not  exces- 
sive, the  contribution  of  potassium  chloride  supplementation  should  have  little  or  no  effect  on  the 
level  in  human  milk. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established 
ADVERSE  REACTIONS:  One  of  the  most  severe  adverse  effects  is  hyperkalemia  (see  CONTRAINDICATIONS, 
WARNINGS,  and  OVEROOSAGE).  There  have  also  been  reports  of  upper  and  lower  gastrointestinal 
conditions  including  obstruction,  bleeding,  ulceration,  and  perforation  (see  CONTRAINDICATIONS 
and  WARNINGS);  other  factors  known  to  be  associated  with  such  conditions  were  present  in  many  of 
these  patients. 

The  most  common  adverse  reactions  to  oral  potassium  salts  are  nausea,  vomiting,  abdominal  dis- 
comfort, and  diarrhea.  These  symptoms  are  due  to  irritation  of  the  gastrointestinal  tract  and  are  best 
managed  by  taking  the  dose  with  meals  or  reducing  the  dose. 

Skin  rash  has  been  reported  rarely. 

OVERDOSAGE:  The  administration  of  oral  potassium  salts  to  persons  with  normal  excretory  mecha- 
nisms for  potassium  rarely  causes  serious  hyperkalemia.  However,  if  excretory  mechanisms  are  im- 
paired or  if  potassium  is  administered  too  rapidly  intravenously,  potentially  fatal  hyperkalemia  can 
result  (see  CONTRAINDICATIONS  and  WARNINGS).  It  is  important  to  recognize  that  hyperkalemia  is 
usually  asymptomatic  and  may  be  manifested  only  by  an  increased  serum  potassium  concentration 
and  characteristic  electrocardiographic  changes  (peaking  of  T -waves,  loss  of  P-waves,  depression  of 
S-T  segment,  and  prolongation  of  the  QT-interval).  Late  manifestations  include  muscle-paralysis  and 
cardiovascular  collapse  from  cardiac  arrest. 

Treatment  measures  for  hyperkalemia  include  the  following: 

1 Elimination  of  foods  and  medications  containing  potassium  and  of  potassium-sparing  diuretics 

2 Intravenous  administration  of  300  to  500  ml/hr  ot  10%  dextrose  solution  containing  10-20  units 
of  insulin  per  1,000  ml. 

3.  Correction  of  acidosis,  if  present,  with  intravenous  sodium  bicarbonate. 

4.  Use  of  exchange  resins,  hemodialysis,  or  peritoneal  dialysis. 

In  treating  hyperkalemia,  it  should  be  recalled  that  in  patients  who  have  been  stabilized  on 
digitalis,  too  rapid  a lowering  of  the  serum  potassium  concentration  can  produce  digitalis  toxicity 
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lory,  Toledo,  as  chairman  of  the  Physicians 
Assistant  Advisory  Board.  Dr.  Eugene  L. 
Johnson,  LeClaire,  has  been  named  a Fellow 
of  the  American  College  of  Radiology. 


Dr.  George  Klok,  longtime  Council  Bluffs  pe- 
diatrician, has  retired  from  medical  practice. 
Dr.  Klok  received  the  M.D.  degree  at  the  Uni- 
versity of  Nebraska  College  of  Medicine  in 
Omaha  and  began  medical  practice  in  1940. 
Dr.  Robert  Carl  Zwicki  has  begun  medical 
practice  at  the  Covenant-Traer  Medical  Clinic 
in  Traer.  Dr.  Zwicki  received  the  D.O.  degree 
from  the  Kirksville  College  of  Osteopathic 
Medicine  in  Kirksville,  Missouri.  Prior  to  join- 
ing the  Clinic,  Dr.  Zwicki  served  at  the  medical 
Acute  Care  Clinic  at  Bethesda  Naval  Flospital 
in  Maryland.  Dr.  Thomas  Lally,  Dubuque,  has 
been  named  Medical  Director  of  the  Wendt 
Regional  Cancer  Center  at  Finley  Hospital  in 
Dubuque.  Dr.  Lally  has  been  a radiation  on- 
cologist for  the  past  11  years  at  Finley.  Dr. 
S.  K.  Seth  has  joined  the  Park  Clinic  in  Mason 
City.  Dr.  Seth  received  the  M.D.  degree  at  the 
University  of  Grenoble  in  France.  Prior  to  join- 
ing the  Park  Clinic,  Dr.  Seth  was  in  family 
practice  in  Peoria,  Illinois.  Dr.  Earl  G.  Roze- 
boom,  Winterset,  was  recognized  for  25  years 
of  continued  membership  in  the  American 
Academy  of  Family  Physicians  at  the  39th  An- 
nual Convention  of  the  group. 


Deaths 


Dr.  Robert  H.  Foss,  72,  Des  Moines,  died  No- 
vember 5,  1987.  Dr.  Foss  received  the  M.D. 
degree  at  the  U.  of  I.  College  of  Medicine  and 
training  in  ophthalmology  at  the  University  of 
Iowa  Hospitals.  He  began  medical  practice  in 
Clinton  in  1946  and  later  practiced  ophthal- 
mology for  20  years  in  Des  Moines. 


OPHTHALMOLOGY 


WOLFE  CLINIC,  P.C. 

OTIS  D.  WOLFE,  M.D. 

RUSSELL  H.  WATT,  M.D. 

JOHN  M.  GRAETHER,  M.D. 

RUSSELL  R.  WIDNER,  M.D. 

GILBERT  W.  HARRIS,  M.D. 

JAMES  A.  DAVISON,  M.D. 

NORMAN  F.  WOODLIEF,  M.D. 

ERIC  W.  BLIGARD,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/754-6200 
SATELLITE  OFFICES: 

4800  WESTOWN  PARKWAY  REGENCY  #3 
WEST  DES  MOINES  50265 
515/223-8685 

300  SOUTH  KENYON  ROAD 
FORT  DODGE  50501 
515/576-7777 

516  SOUTH  DIVISION  STREET 
CEDAR  FALLS  50613 
319/277-0103 


OPHTHALMIC  ASSOCIATES,  P.C. 
ROBERT  D.  WHINERY,  M.D. 
STEPHEN  H.  WOLKEN,  M.D. 
ROBERT  B.  GOFFSTEIN,  M.D. 
LYSE  S.  STRNAD,  M.D. 

2409  TOWNCREST  DR. 

IOWA  CITY  52240 
319/338-3623 


NORTH  IOWA  EYE  CLINIC,  P.C. 
ADDISON  W.  BROWN,  JR.,  M.D. 
MICHAEL  L.  LONG,  M.D. 
BRADLEY  L.  ISAAK,  M.D. 

3121  4TH  STREET,  S.W. 

P.O.  BOX  1877 
MASON  CITY  50401 
515/423-8861 


GENE  E.  MEGER,  M.D. 

ROBERT  R.  KELLER,  M.D. 

853  SECOND  AVENUE,  S.E. 

CEDAR  RAPIDS  52403 
319/365-7535 

PRACTICE  LIMITED  TO  OPHTHALMOLOGY 


OTOLARYNGOLOGY 


DUBUQUE  OTOLARYNGOLOGY  SERVICE,  P.C. 
THOMAS  J.  BENDA,  M.D. 

JAMES  W.  WHITE,  M.D. 

CRAIG  C.  HERTHER,  M.D. 

310  NORTH  GRANDVIEW 
DUBUQUE  52001 
319/588-0506 


IOWA  HEAD  AND  NECK  ASSOCIATES,  P.C. 
ROBERT  T.  BROWN,  M.D. 

EUGENE  PETERSON,  M.D. 

RICHARD  B.  MERRICK,  M.D. 

3901  INCERSOLL 
DES  MOINES  50312 
515/274-9135 


OTO.  — HEAD  & NECK  SURGICAL 
ASSOCIATES,  P.C. 

THOMAS  A.  ERICSON,  M.D. 

STEVEN  R.  HERWIG,  D.O. 

1215  PLEASANT,  SUITE  408 
DES  MOINES  50309 
515/283-5780 
1/800/248-4443 

EAR,  NOSE  AND  THROAT  SURGERY, 
FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 


WOLFE  CLINIC,  P.C. 

MICHAEL  W.  HILL,  M.D. 

DANIEL  J.  BLUM,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1566 
WOLFE  CLINIC,  P.C. 

4800  WESTOWN  PARKWAY  REGENCY  #3 
WEST  DES  MOINES  50265 
515/223-8685 

OTOLARYNGOLOGY-HEAD  AND  NECK 
SURGERY,  FACIAL  PLASTIC  SURGERY, 
ALLERGY 


PHILLIP  A.  LINQUIST,  D.O.,  P.C. 

1000  ILLINOIS 
DES  MOINES  50314 
515/244-5225 

EAR,  NOSE  AND  THROAT  SURGERY, 
FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 


ROBERT  G.  SMITS,  M.D.,  P.C. 

MERCY  MEDICAL  PLAZA 
421  LAUREL,  SUITE  402 
DES  MOINES  50314 
515/244-8152 
1/800/622-0002 

EAR,  NOSE  AND  THROAT  SURGERY, 

FACIAL  PLASTIC  SURGERY  AND  HEAD  AND 
NECK  SURGERY 


EASTERN  IOWA  HEAD  & NECK  SURGERY,  P.C. 
JAMES  E.  SPODEN,  M.D.,  F.A.C.S. 

1030  5TH  AVENUE,  S.E.,  SUITE  2000 
CEDAR  RAPIDS  52403 
319/365-3883 


PATHOLOGY 


LABORATORY  OF  CLINICAL  MEDICINE 
ORLYN  ENGELSTAD,  M.D. 

L.  JEFF  RISSMAN,  M.D. 

1150  SIXTH  AVENUE 
DES  MOINES  50314 
515/244-5075 
CLINICAL  CHEMISTRY, 
RADIOIMMUNOASSAY, 
MICROBIOLOGY,  CYTOPATHOLOGY, 
HEMATOLOGY  AND  SURGICAL 
PATHOLOGY 

CLINICAL  LABORATORIES 

GERALD  WEDEMEYER,  M.D.,  F.C.A.P. 

819  LINCOLNWAY 

AMES  50010 

515/233-2316 

CONSULTATION  IN  LABORATORY 
MEDICINE  AND  PATHOLOGY 


PHYSICAL  MEDICINE  & 
REHABILITATION 


PHYSIATRY  ASSOCIATES 
WILLIAM  D.  DEGRAVELLES,  JR.,  M.D. 
CHARLES  F.  DENHART,  M.D. 

MARVIN  M.  HURD,  M.D. 

WILLIAM  C.  KOENIG,  JR.,  M.D. 

KAREN  KIENKER,  M.D. 

MARK  R.  WILSON,  M.D. 

YOUNKER  MEMORIAL  REHABILITATION 
CENTER 

IOWA  METHODIST  MEDICAL  CENTER 
1200  PLEASANT 
DES  MOINES  50308 


PSYCHIATRY 


CAVALLIN  AND  ASSOCIATES,  P.C. 

HECTOR  W.  CAVALLIN,  M.D. 

1301  PENNSYLVANIA,  SUITE  116 
DES  MOINES  50316 
515/265-1149 

PSYCHIATRIC  AND  PSYCHOLOGICAL  SERV- 
ICES FOR  ADULTS,  ADOLESCENTS,  CHIL- 
DREN AND  INFANTS 


PULMONARY  MEDICINE 


CHEST,  INFECTIOUS  DISEASES  & 
ASSOCIATES,  P.C. 

ROGER  T.  LIU,  M.D. 

STEVEN  G.  BERRY,  M.D. 
DONALD  L.  BURROWS,  M.D. 
MICHAEL  WITTE,  D.O. 
PULMONARY  DISEASES 
1000  SEVENTY-THIRD  STREET 
SUITE  #3,  WESTGATE  PLAZA 
DES  MOINES  50311 
24  HOUR  515/224-1777 


SURGERY 


JOHN  G.  GANSKE,  M.D. 

1301  PENNSYLVANIA,  SUITE  312 
DES  MOINES  50316 
515/266-6558 

PLASTIC,  RECONSTRUCTIVE  AND 
HAND  SURGERY 


A.  B.  GRUNDBERG,  M.D. 

1440  PLEASANT 
DES  MOINES  50309 
515/288-5759 

ORTHOPAEDIC  SURGERY,  SURGERY  OF 
THE  HAND 


PLASTIC  SURGERY  INSTITUTE,  P.C. 
JAMES  O.  STALLINGS,  M.D. 

528  UNIVAC  BUILDING 
1025  ASHWORTH  ROAD 
WEST  DES  MOINES  50265 
515/225-7107 

Telephone  answered  day  or  night 

AESTHETIC  PLASTIC  SURGERY, 
RECONSTRUCTIVE  PLASTIC  SURGERY, 
SURGERY  OF  THE  HAND, 
MICROVASCULAR  PLASTIC  SURGERY 


SINESIO  MISOL,  M.D. 

1045  FIFTH  STREET 
DES  MOINES  50314 
515/244-7272 

ORTHOPEDIC  SURGERY,  SURGERY  OF 
THE  HAND 


WENDELL  DOWNING,  M.D. 

1212  PLEASANT  STREET,  SUITE  410 
DES  MOINES  50309 
515/283-5767 

DISEASES  AND  SURGERY  OF  THE  COLON 
AND  RECTUM 
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In  the  Public  Interest 


A Preventable  Tragedy 


Part  of  being  young  is  believing  you  are 
physically  invincible,  but  statistics  are  sad 
proof  to  the  contrary.  In  Iowa,  70%  of  those 
who  suffer  head  and  spinal  cord  injuries  are 
under  26  and  almost  40%  are  between  15  and 
24. 

The  year-old  Iowa  Head  and  Spinal  Cord 
Injury  Prevention  Project  Committee  which  is 
under  the  auspices  of  the  Iowa  Head  Injury 
Association  is  working  hard  to  combat  this 
problem.  Committee  members  believe  ways 
can  be  found  to  prevent  the  tragic  loss  of  life 
potential. 

“Our  prime  function  and  purpose  is  ed- 
ucation of  Iowa  junior  and  senior  high  stu- 
dents about  head  and  spinal  cord  injuries," 
relates  Carol  Watson,  a Cedar  Rapids  nurse 
who  chairs  the  project.  “Despite  the  fact  they 
are  the  high  risk  group,  kids  just  don't  see 
themselves  as  vulnerable." 

The  committee  has  15  volunteer  mem- 
bers. James  Lamorgese,  M.D.,  a Cedar  Rapids 
neurosurgeon,  represents  the  IMS  and  Randy 
Winston,  M.D.,  of  Des  Moines  represents  the 
Iowa  Midwest  Neurosurgical  Society.  Other 
committee  members  include  R.N.s  from  sev- 
eral hospitals,  a social  worker  and  represent- 
atives of  governmental  and  private  organiza- 
tions. Iowa's  committee  is  a replication  of  a 
national  project  sponsored  by  the  American 
Association  of  Neurological  Surgeons  and  the 
Congress  of  Neurological  Surgeons.  The  proj- 
ect is  funded  entirely  through  donations. 

The  main  component  of  the  project  is  a 
program  the  committee  hopes  to  take  to  every 
junior  and  senior  high  school  in  Iowa.  The 
program  includes  teacher  orientation,  a film 
which  shows  how  head  and  spinal  cord  in- 
juries occur,  presentations  by  an  EMT  and 
someone  who  has  sustained  a head  or  spinal 
cord  injury  and  follow-up  classroom  projects. 


Attitude  surveys  and  seat  belt  audits  are  done 
before  and  after  the  program. 

“Seat  belt  usage  in  this  age  group  is  ter- 
rible," comments  Watson.  “About  50%  of  head 
and  spinal  cord  injuries  are  related  to  motor 
vehicle  accidents.  In  the  future,  we  hope  to 
expand  our  program  to  the  grade  schools  and 
create  good  habits  at  an  early  age." 

The  Iowa  Head  and  Spinal  Cord  Injury 
Prevention  Project  Committee  is  also  pushing 
for  state  legislation  the  committee  believes  will 
help  accomplish  its  goals.  The  committee  is 
cosponsoring  a study  which  is  compiling  data 
on  the  cost  of  head  and  spinal  cord  injuries, 
data  the  committee  hopes  will  convince  leg- 
islators of  the  magnitude  of  the  problem.  The 
results  of  the  study  will  be  shared  with  the 
legislators  during  the  1988  session.  A recent 
sample  of  38  patients  in  2 Iowa  hospitals 
showed  the  average  cost  for  acute  hospital  care 
for  a head  injury  is  $60,099.  The  average  acute 
hospital  care  cost  for  a spinal  cord  injury  is 
$50,232. 

“This  doesn't  include  rehabilitation  costs 
or  lost  opportunity  income,"  Watson  states. 
“These  injured  kids  will  live  a near  normal  life 
expectancy." 

The  report  to  the  Iowa  Legislature  also 
discusses  the  issue  of  insurance.  Many  peo- 
ple in  the  15-24  age  group  don't  fall  under 
their  parents'  policies  and  don't  have  their 
own.  An  estimated  one-third  will  be  Medicare 
patients. 

“Another  problem  is  the  fact  that  head 
injuries  are  not  recognized  as  disabilities  at  the 
state  and  federal  levels.  This  means  these  peo- 
ple don't  automatically  qualify  for  programs 
for  disabled  people.  The  report  to  the  legis- 
lature contains  recommendations  on  what  can 
be  done  to  address  all  these  issues.  We  hope 
some  good  legislation  will  come  out  of  it," 
Watson  concludes. 

February  1988 
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President's  Privilege 


A Time  For  Balance 


Is  it  the  plague  of  the  century,  the  leprosy 
of  our  time? 

There  has  been  enough  written  about 
AIDS  to  last  a lifetime.  Misinformation  and 
fear  have  caused  hysteria.  Now  is  the  time  for 
keeping  the  problem  in  perspective  — now  is 
the  time  for  balance. 

Problems  abound. 

What  about  testing?  Who  should  be  tested 
and  should  it  be  mandatory  for  certain  groups? 
Who  will  decide  where  the  rights  of  individ- 
uals end  and  the  rights  of  society  begin?  What 
about  the  cost  of  testing  and  counseling?  Who 
will  the  counselors  be?  Maybe  we'll  need  ed- 
ucated information  givers  as  well  as  counse- 
lors. 

The  patient's  right  to  confidentiality  must 
be  carefully  weighed  against  the  caregiver's 
right  to  know  the  risks.  Confidentiality  is  not 
an  absolute,  inviolable  right.  All  medical  in- 
formation must  be  guarded,  all  patients  treated 
with  respect.  Yet  those  who  provide  care  to 
AIDS  patients  must  also  be  protected,  guarded 
and  treated  with  respect. 

The  cost  to  the  nation  for  testing,  research 
and  treatment  of  AIDS  will  be  great.  The  great- 
est cost  will  be  the  emotional  price  paid  by  the 
patients,  their  families  and  the  caregivers. 

In  a recent  edition  of  AM  News,  an  expert 
with  the  Centers  for  Disease  Control  predicted 
the  AIDS  epidemic  will  get  much  worse  before 


it  gets  better.  If  this  is  true,  society  will  be 
forced  to  find  solutions  to  these  and  other 
weighty  AIDS  issues.  All  physicians  have  a 
responsibility  to  learn  about  this  disease  and 
carefully  consider  the  attendant  ethical  issues. 
There  is  little  doubt  we  will  be  looked  to  for 
help  in  dealing  with  them.  In  response  to  the 
growing  need  for  AIDS  education  and  guid- 
ance in  forming  public  policy,  the  Society  cre- 
ated the  IMS  Committee  on  AIDS.  This  com- 
mittee will  continue  its  extensive  study  of 
AIDS-related  issues  and  its  efforts  to  educate 
physicians  and  the  public. 

This  issue  of  iowa  medicine  is  devoted  to 
various  aspects  of  the  AIDS  problem.  Please 
read  it  carefully. 
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AIDS  in  Iowa 


LAVERNE  A.  WINTERMEYER,  M.D. 
Des  Moines 

CHARLES  M.  HELMS,  M.D.,  Ph.D. 
Iowa  City,  Iowa 


Though  the  incidence  of  AIDS  in  Iowa 
is  small  compared  to  high-incidence 
areas  of  the  U.S.,  the  disease  has  had  a 
substantial  impact  on  the  public  and  the 
health  care  community.  The  authors 
discuss  the  AIDS  situation  in  Iowa  and 
how  it  is  being  dealt  with. 


Iowa  reported  its  first  case  of  the  Acquired 
Immune  Deficiency  Syndrome  (AIDS)  in 
1983.  Since  then,  cases  reported  to  the  Centers 
for  Disease  Control  (CDC)  from  the  state  have 
essentially  doubled  annually.  In  1987,  40  cases 
were  reported.  The  total  number  of  cases  re- 
ported to  the  CDC  from  Iowa  since  January  1, 
1983,  stands  at  85. 

Thirty-five  of  the  state's  99  counties  have 
reported  AIDS  cases;  however,  only  12  coun- 
ties account  for  62  (73%)  of  the  cases.  Twenty- 
three  counties  have  recorded  a single  case.  Of 
the  85  Iowa  AIDS  cases,  81  (95%)  have  been 
male,  63  (74%)  have  been  homosexual  or  bi- 
sexual, 9 (11%)  have  been  intravenous  drug 


Dr.  Wintermeyer  is  Chief,  Bureau  of  Infectious  Disease  Control  and 
state  epidemiologist  for  the  Iowa  Department  of  Public  Health.  Dr.  Helms 
is  an  internist  specializing  in  infectious  diseases  and  associate  dean  at 
the  University  of  Iowa  College  of  Medicine.  Both  are  advisory  members 
of  the  IMS  Committee  on  AIDS. 


abusers  and  8 (9%)  have  had  hemophilia.  Con- 
trary to  national  statistics,  minority  groups 
which  comprise  less  than  2%  of  the  state's 
population  have  not  been  overrepresented 
among  AIDS  patients.  To  date,  43  persons  with 
AIDS  (51%)  have  died,  40  (47%)  are  living  and 
2 (2%)  have  been  lost  to  follow  up. 

Statewide  Response 

Although  the  number  of  AIDS  cases  re- 
ported from  Iowa  is  small  relative  to  high  in- 
cidence regions  of  the  United  States,  the  im- 
pact of  AIDS  on  the  public  and  the  health  care 
community  in  Iowa  has  been  substantial.  Me- 
dia coverage  of  AIDS  nationally  and  locally  has 
generated  considerable  public  concern.  The 
governor,  state  agencies,  the  state  legislature, 
public  interest  groups,  health  professional 
groups  and  the  private  sector  have  responded 
independently  to  the  emerging  problem  of 
AIDS  in  Iowa  by  setting  up  AIDS  fact-finding 
groups,  task  forces  and  AIDS  counseling,  re- 
ferral, education  and  training  services. 

Considerable  state  and  local  resources 
have  been  expended  on  various  aspects  of 


" Although  the  number  of  AIDS  cases 
reported  from  Iowa  is  small  relative  to 
high  incidence  regions  of  the  United 
States , the  impact  of  AIDS  on  the  public 
and  the  health  care  community  in  Iowa 
has  been  substantial ." 


AIDS  control.  Many  individuals  and  groups, 
too  numerous  to  mention  individually,  have 
contributed  immensely  to  efforts  to  educate 
others  and  manage  AIDS  in  a rational  and  hu- 
mane manner. 
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The  Iowa  Department  of  Public  Health  has 
taken  these  important  steps: 

• The  department  has  made  almost  300 
formal  presentations  throughout  the  state  to 
medical  and  nonmedical  personnel. 

• AIDS  coalition  groups  have  been  orga- 
nized and  financially  supported  in  7 major  cit- 
ies for  the  purpose  of  educating  the  public. 

• The  Iowa  AIDS  Task  Force  was  orga- 
nized and  formulated  the  Iowa  School  At- 
tendance and  Home  Health  Care  Policies. 

• An  instructor's  manual  has  been  devel- 
oped jointly  with  the  Iowa  Department  of  Ed- 
ucation for  use  in  schools. 

• An  Iowa  resource  manual  has  been 
compiled  listing  various  AIDS  services. 

• Twelve  alternate  testing  sites  have  been 
designated  and  supported. 

• The  department  has  participated  in  a 
number  of  policy  forming  committees  such  as 
those  sponsored  by  the  Iowa  Medical  Society, 
Hospital  Association  of  Greater  Des  Moines 
and  State  of  Iowa  Department  of  Personnel. 
Liaison  has  been  established  with  many  other 
organizations  to  assist  in  management  of  prob- 
lems related  to  AIDS. 

Further  Efforts 

The  University  Hygienic  Laboratory  has 
performed  a valuable  service  by  testing  over 
12,000  samples  for  HIV  antibodies  by  the  ELISA 
method  and  confirming  over  500  by  Western 
Blot.  An  AIDS  forum  has  been  established  to 
exchange  information  and  facilitate  education 
and  research. 

Blood  banks  have  made  the  blood  supply 
safe  by  testing  all  blood  donated  for  transfu- 
sions since  March  1985.  The  American  Red 
Cross  has  been  a leader  in  developing  and  pro- 
viding educational  programs,  instructional  re- 
source materials  and  brochures. 

The  health  science  colleges  of  the  Univer- 
sity of  Iowa  and  University  of  Iowa  Hospitals 
and  Clinics  have  contributed  heavily  in  both 
education  and  in  caring  for  a majority  of  Iowa's 
AIDS  patients.  A multidisciplinary  clinic  for 
HIV  infected  patients  is  expected  to  be  func- 
tioning in  the  near  future.  A regional  hemo- 
philia center  has  developed  programs  to  deal 
with  problems  of  HIV  positivity  in  the  he- 
mophiliac population.  The  University  has  sub- 
mitted application  to  the  Health  Resources  and 
Services  Administration  of  the  U.S.  Public 


Health  Service  to  be  a part  of  a Regional  Center 
for  AIDS  Education  for  Health  Professionals. 

It  is  difficult  to  accurately  predict  the  long 
term  effects  of  AIDS  on  the  state.  The  numbers 
of  cases  of  AIDS  in  Iowa  — as  in  the  rest  of 


"It  is  dear,  therefore,  that  there  is  a 
need  for  AIDS  education  and  training 
with  emphasis  on  prevention  and  pa- 
tient care  in  the  years  ahead." 


the  nation  — are  increasing  logarithmically. 
This  trend  is  expected  to  continue  for  at  least 
the  short  term.  A cure  and  vaccine  for  the  dis- 
ease are  not  on  the  immediate  horizon. 

It  is  clear,  therefore,  that  there  is  a need 
for  AIDS  education  and  training  with  empha- 
sis on  prevention  and  patient  care  in  the  years 
ahead.  Optimally,  these  educational  services 
should  network  and  coordinate  for  reasons  of 
consistency  of  curriculum  and  economy.  They 
should  address  needs  peculiar  to  a large,  rural 
state  like  Iowa  with  a low  incidence  of  AIDS 
and  formulate  policies  based  on  scientifically 
sound  information.  This  is  the  major  challenge 
for  Iowa's  health  professionals  in  the  imme- 
diate future. 


Special  AIDS  Insert 

Included  with  this  month's  issue  of  iowa 
medicine  is  a special  insert  entitled  “AIDS 
in  Iowa:  Resource  Information."  The  insert 
contains  factual  information  about  the  dis- 
ease and  a list  of  Iowa  AIDS  resources. 
The  insert  is  designed  to  be  placed  in 
office  reception  areas  for  patient  education 
purposes  or  for  distribution  to  public  au- 
diences. 

Additional  copies  of  the  insert  are  avail- 
able by  writing  or  calling  the  Iowa  Medical 
Society,  1001  Grand  Avenue,  West  Des 
Moines,  Iowa  50265,  515/223-1401  or  1/800- 
422-3070. 
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Managing  HIV  Exposure 
In  the  Hospital  Setting 


DANIEL  H.  GERVICH,  M.D. 
Des  Moines,  Iowa 


A task  force  operating  under  the  aus- 
pices of  the  Hospital  Association  of 
Greater  Des  Moines  has  just  completed 
a model  protocol  for  dealing  with  AIDS 
in  the  hospital  setting.  The  author  dis- 
cusses details  of  the  proposed  protocol. 


For  the  past  3 months  a task  force  coordi- 
nated by  the  Hospital  Association  of  Greater 
Des  Moines  (HAGDM)  has  been  developing  a 
protocol  for  preventing  transmission  of  the  hu- 
man immunodeficiency  virus  and  manage- 
ment of  potential  exposure  of  health  care 
workers. 

The  task  force  is  comprised  of  physicians 
representing  all  10  hospitals  in  the  greater  Des 
Moines  area  and  a variety  of  physician  spe- 
cialties. The  task  force  also  includes  hospital 
infection  control  coordinators,  legal  counsel, 
public  and  employee  relations  staff  and  rep- 
resentatives of  the  Iowa  Department  of  Public 
Health.  The  protocol  reflects  current  scientific 
knowledge  of  the  epidemiology  and  commu- 
nicability of  the  virus  in  the  health  care  setting. 


Dr.  Gervich  is  an  internist  who  specializes  in  infectious  diseases. 
He  is  in  private  practice  in  Des  Moines. 


It  is  compatible  with  current  recommendations 
and  policy  statements  of  the  Center  for  Dis- 
ease Control  (CDC),  the  U.S.  Department  of 
Health  and  Human  Services,  the  American 
Hospital  Association  and  the  American  Med- 
ical Association.  The  Occupational  Safety  and 
Health  Administration  of  the  U.S.  Department 
of  Labor  has  given  clear  notice  it  intends  to 
enforce  the  CDC's  current  statement  “Rec- 
ommendations For  The  Prevention  Of  HIV 
Transmission  In  Health  Care  Settings/'  Au- 
gust 21,  1987  volume  36  no.  2 S. 


Handling  the  Risks 

The  model  protocol  for  preventing  trans- 
mission of  AIDS  and  management  of  HIV/AIDS 
in  the  hospital  setting  prepared  by  the  HAGDM 
task  force  deals  with  preventing  exposure  to 
the  virus  in  the  health  care  setting  and  han- 
dling a possible  accidental  exposure  to  the  vi- 
rus. 

Eleven  well-documented  cases  of  health 
care  workers  acquiring  the  human  immuno- 
deficiency virus  have  been  reported.  All  these 
cases  occurred  after  injections  of  small  amounts 
of  blood  by  accidental  needle  stick  or  exposure 
of  mucous  membranes  or  damaged  skin  to 
blood  from  HIV  infected  patients.  The  risk  from 
each  event  is  less  than  0.5%. 13  6 Three  cases 
of  occupational  acquisition  of  HIV  virus  (pre- 
sumably by  direct  contact  of  damaged  skin  or 
mucous  membrane  with  the  blood  of  infected 
patients)  have  been  reported.  Barrier  precau- 
tions described  in  the  model  protocol  devel- 
oped by  the  task  force  would  have  prevented 
these  exposures. 


114  / Iowa  Medicine 


The  policy  known  as  “universal  precau- 
tions" increases  the  number  of  situations  in 
which  barrier  precautions  are  used  in  routine 
care  of  all  patients  as  opposed  to  the  tradition 
of  using  barrier  techniques  or  isolation  based 
on  a documented  or  suspected  diagnosis.  This 
policy  calls  for  these  precautions  in  the  care  of 
all  patients,  especially  in  emergency  settings 
where  the  risk  of  blood  exposure  is  increased. 

Gloves  are  to  be  worn  for  all  contact  with 
mucous  membranes,  wounds  and  moist  body 
substances  including  blood,  feces,  urine,  sa- 


"Implementation  of  universal  blood  and 
bodily  fluid  precautions  for  all  patients 
eliminates  the  need  for  Isolation ® cat- 
egory of  blood  and  bodily  fluid  precau- 
tions previously  recommended  by  the 
CDC. 


liva,  sputum,  wound  drainage  and  other  bod- 
ily fluids  excluding  sweat.  Similarly,  gloves 
should  be  worn  for  situations  or  procedures 
where  potential  exists  for  contaminating  hands 
with  these  substances,  such  as  venipuncture 
or  other  vascular  access  procedures.  Masks, 
protective  eye  wear  or  face  shields  should  be 
worn  during  procedures  likely  to  generate 
droplets  of  blood  or  other  bodily  fluids  (i.e. 
dental  procedures,  endotracheal  intubation,  or 
suctioning  endotracheal  or  tracheostomy 
tubes). 

Impervious  gowns  or  aprons  should  be 
worn  during  procedures  or  treatments  likely 
to  generate  splashes  of  blood  or  bodily  fluids. 
Implementation  of  universal  blood  and  bodily 
fluid  precautions  for  all  patients  eliminates  the 
need  for  the  Isolation®  category  of  blood  and 
bodily  fluid  precautions  previously  recom- 
mended by  the  CDC  for  patients  carrying  the 
hepatitis  B virus  HIV,  the  Jacob-Cruetzfield 
agent,  etc.  This  does  not  eliminate  the  need 
for  additional  isolation  precautions  which 
might  be  necessary  as  the  result  of  other  sus- 
pected or  documented  communicable  diseases 
such  as  tuberculosis  or  infectious  diarrheal  ill- 
nesses. It  is  recommended  the  Isolation®  cat- 
egory of  blood  and  bodily  fluid  precautions 
and  all  of  its  acutriments  (including  the  label- 
ing of  specimens)  be  discontinued  after  a tran- 
sition period  not  to  exceed  6 months. 


HIV  Testing 

Routine  serologic  testing  for  HIV  infection 
as  an  adjunct  to  universal  precautions  is  not 
recommended  for  patients  or  health  care 
workers.  Testing  of  certain  patients  and  health 
care  workers  under  particular  circumstances 
may  be  indicated. 

The  ELISA  screening  test  for  HIV  anti- 
body, while  quite  reliable  in  its  sensitivity,  loses 
specificity  in  low  risk  populations.  If  100,000 
low  risk  patients  were  tested,  there  would  be 
about  250  positives.  Of  these  only  10%  would 
be  true  positives.  While  the  confirmatory 
Western  Blot  is  more  specific,  it  would  identify 
39  of  the  250  low  risk  individuals  who  are  pos- 
itive by  ELISA  as  being  positive.  Only  28  of 
the  39  (72%)  would  be  true  positives.  These 
results  are  in  distinct  contrast  to  those  ob- 
tained when  examining  high  risk  popula- 
tions.4 

According  to  the  task  force's  protocol, 
"Any  serologic  testing  for  HIV  infection  should 
be  entirely  voluntary  on  the  part  of  the  affected 
patient  or  health  care  worker  and  should  be 
ordered  and  performed  only  after  appropriate 
pretest  counseling  and  the  informed  written 
consent  of  this  subject  have  been  obtained. 
The  subject  should  be  informed  promptly  of 
test  results  and  a seropositive  person  should 
be  provided  with  post  test  counseling  by  prop- 
erly trained  persons.  Institutions  . . . must  as- 
sure that  confidentiality  safe  guards  are  in  place 
. . . as  required  by  law."5 

In  addition,  the  protocol  says  any  physi- 
cian is  free  to  order  HIV  serology  on  any  pa- 
tient. "A  physician  may  wish  to  request  that 
the  patients  undergoing  major  operative  pro- 
cedures in  which  exposure  of  health  care 
workers  to  large  amounts  of  the  patients'  blood 
or  bodily  fluids  or  patients  undergoing  treat- 
ment in  the  critical  care  setting  involving  un- 
controlled bleeding  or  undergoing  obstetrical 
or  gynecological  procedures  voluntarily  con- 
sent to  serologic  testing  for  HIV  if  they  are  in 
a high  risk  group  for  HIV  infection."5 

"Patients  to  whom  health  care  workers 
have  been  exposed  through  direct  contact  with 
blood  or  bodily  fluids  may  be  asked  to  vol- 
untarily consent  to  HIV  antibody  testing  by 
the  patient's  physician  if  his  assessment  in- 
dicates that  the  patient  may  be  in  a high  risk 
category.  Serologic  testing  for  HIV  should  be 

(Please  turn  to  page  116) 
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available  to  all  health  care  workers  who  are 
concerned  that  they  may  have  been  infected 
with  the  Human  Immunodeficiency  Virus  . . . 
If  the  source  patient  has  AIDS,  is  positive  for 
HIV  antibodies,  or  refuses  the  test  or  if  the 
source  patient  is  unknown,  sero-negative 
health  care  workers  should  be  retested  six 
weeks,  twelve  weeks  and  six  months  after  ex- 
posure to  determine  whether  transmission  has 
occurred."5 

Noteworthy  Accomplishment 

Designing  a rational  protocol  to  serve  as 
a community  standard  in  dealing  with  the 
AIDS  virus  in  the  hospital  has  been  a difficult 
and  complex  task.  Scientific  fact,  emotions,  the 
law  and  logistics  all  must  be  dealt  with.  The 
model  protocol  submitted  by  the  HAGDM  task 
force  is  a noteworthy  accomplishment.  While 


considerable  work  remains  to  be  done  in  ed- 
ucation and  establishing  the  recommended 
policies,  this  document  represents  a major  step 
which  is  being  recognized  far  beyond  the  Des 
Moines  area. 
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Taking  Sexual  Histories: 
Now  It's  Essential 


MARK  C.  JOHNSON,  M.D. 
Mason  City,  Iowa 


The  direct  link  between  sexual  activity 
and  risk  for  AIDS  has  made  it  vital  that 
physicians  obtain  a complete  sexual 
history  from  patients.  The  author , a 
member  of  the  IMS  Committee  on  AIDS , 
discusses  ways  to  approach  this  sensi- 
tive task. 


Taking  a sexual  history  has  traditionally 
meant  inquiring  into  sexual  satisfaction, 
appropriate  physiological  responses  and  pos- 
sible past  exposure  to  sexually  transmitted  dis- 
eases. All  of  these  are  important,  but  the  issue 
of  AIDS  requires  obtaining  other  pertinent  his- 
tory. 

In  a busy  clinical  practice,  physicians  have 
many  options  when  performing  a history  and 
physical  examination.  A “complete"  history 
and  physical  is  ideal  but  not  practical  in  many 
situations.  Often  the  sexual  history  has  been 
sacrificed  to  time  restraints.  It  has  also  been 
avoided  because  of  the  sensitivity  of  the  sub- 
ject. Many  surveys  performed  in  the  last  2 to 
3 years  point  out  the  need  for  physicians  to  be 
more  compulsive  in  sexual  history-taking. 


Dr.  Johnson  is  an  internist  who  practices  in  Mason  City.  He  is  an 
advisory  member  of  the  IMS  Committee  on  AIDS. 


This  article  focuses  on  the  sexual  history 
as  it  pertains  to  AIDS.  The  link  between  sexual 
behavior  and  HIV  infection  has  made  a com- 
plete sexual  history  paramount,  although  one 
can  argue  conventional  sexually  transmitted 
diseases  are  reason  enough  to  discuss  this  is- 
sue. The  purpose  of  this  article  is  to  remind 
physicians  of  the  necessity  of  discussing  sub- 
ject matter  that  is  sensitive,  personal  and  pos- 
sibly of  a very  intimate  nature. 

Lack  of  Training 

A 1986  survey  of  primary  care  physicians 
in  California  found  well  under  half  took  sexual 
histories  from  their  new  patients.  At  most,  10% 
were  specific  enough  to  obtain  the  information 
needed  for  assigning  risk  and  counseling  pa- 
tients. 

The  vast  majority  of  physicians  have  no 
training  in  obtaining  a sexual  history  and  are 
uncomfortable  with  it.  When  one  adds  the  in- 
timate nature  of  the  questions  needed  to  as- 
sign risk  for  HIV  infection,  the  problem  is  com- 
pounded. Many  physicians  feel  their  patient's 
sex  life  is  none  of  their  business,  or  fear  the 
questions  will  offend  their  patients.  Often 
physicians  justify  avoiding  these  questions  be- 
cause they  suspect  their  patients  don't  always 
give  truthful  answers.  Also,  the  patient's  an- 
swers may  challenge  the  physician's  own  sex- 
ual and  moral  beliefs. 

Prevalence  of  homophobic  attitudes  is 
present  among  physicians  as  in  other  sectors 
of  society.  Although  physicians  are  trained  to 
put  aside  value  judgments  and  provide  un- 
biased care,  some  studies  have  suggested  these 
attitudes  are  present  and  physicians  are  reluc- 
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tant  to  admit  to  them.  This  is  a difficult  issue 
and  one  physicians,  especially  those  in  pri- 
mary care,  must  deal  with  openly  and  hon- 
estly before  they  can  be  open  with  someone 
from  whom  they  are  taking  a sexual  history. 

The  'Right'  Situation 

In  what  situation  should  a sexual  history 
be  taken?  In  a real  physician/patient  relation- 
ship, i.e.  a long-term  relationship,  this  ques- 
tion probably  should  arise  in  some  form.  I ap- 
proach my  patients  directly  and  often  begin 
with  the  matter-of-fact  statement,  "I  am  going 
to  ask  some  personal  questions  that  I ask  all 
of  my  patients.  I believe  they  are  important  so 
I can  take  care  of  you  appropriately." 

I don't  ask  if  the  patient  is  gay,  straight 
or  bisexual  as  these  are  labels  patients  give 
themselves.  I ask,  "Do  you  have  sex  with  men, 
women,  or  both?"  This  will  lead  to  appropriate 
questions  as  to  behavior  which  puts  one  at  risk 
to  HIV  infection.  A follow-up  question  can  be, 
"Do  you  take  precautions  against  AIDS?"  Ask 
a man  if  he  uses  a condom  when  he  has  sex. 


Ask  a woman  if  she  insists  sexual  partners  use 
condoms  every  time. 

These  2 questions  — who  they  have  sex 
with  and  do  they  protect  themselves  — are  all 
I need  answered.  If  a positive  history  for  high 
risk  behavior  is  obtained,  HIV  testing  in  most 
situations  is  warranted. 

Such  questions  can  lead  to  a general  dis- 
cussion about  AIDS.  Many  patients  have  ques- 
tions about  AIDS  but  are  unwilling  to  ask.  This 
is  one  reason  the  general  topic  of  AIDS  should 
be  addressed  in  patients  of  all  ages.  Older  pa- 
tients may  have  questions  about  AIDS  that  arise 
as  part  of  the  sexual  history,  even  though  one 
may  not  address  specific  behaviors  in  those 
patients.  Physicians  have  a responsibility  to 
society  in  this  area.  We  must  dispense  appro- 
priate and  correct  information  as  many  pa- 
tients have  misinformation.  Some  patients  may 
be  unreceptive  to  sexual  history-taking,  and 
physicians  must  respect  this.  However,  in  my 
experience  most  patients  do  not  object  to  ap- 
propriate questioning  if  it  is  done  with  sensi- 
(Please  turn  to  page  120) 
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tivity.  Meaningful  conversations  have  started 
with  these  relatively  intimate  questions. 

Conclusion 

Our  traditional  questions  as  to  sexual  sat- 
isfaction are  no  longer  adequate.  Specific  ques- 
tions as  to  sexual  behavior  are  needed.  As  a 
member  of  the  IMS  Committee  on  AIDS,  I urge 
Iowa  physicians  to  discuss  these  issues  with 
their  patients.  To  not  do  so  is  to  shirk  your 
responsibility  to  your  patients  and  to  society. 
Dispensing  appropriate  information  is  the  most 
important  way  to  limit  the  spread  of  AIDS. 


IMS  AIDS  Testimony 

The  ims  perspective  on  AIDS-related  issues 
was  the  subject  of  testimony  given  to  the 
Iowa  Legislature's  AIDS  Task  Force  on  Decem- 
ber 18,  1987.  The  testimony  was  presented  by 
John  Olds,  M.D.,  Des  Moines,  chairman  of  the 
IMS  Committee  on  AIDS. 

Dr.  Olds'  testimony  was  drafted  by  the 
IMS  committee  in  response  to  questions  from 
the  task  force.  The  IMS  recommendations  are 
in  line  with  those  established  by  the  American 
Medical  Association. 

Among  key  recommendations  contained 
in  the  IMS  statement  were: 

• AIDS  tests  should  be  available  for  all 
who  wish  to  be  tested  and  subsidized  for  those 
who  cannot  afford  to  pay. 

• Voluntary  testing  should  be  regularly 
provided  for  those  in  high  risk  categories  or 
high  risk  areas  who  give  informed  consent. 

• Physicians  should  encourage  voluntary 
testing  for  those  whose  history  or  clinical  sta- 
tus warrant  this  measure. 

• Those  who  are  seropositive  for  the  AIDS 
virus  should  be  reported  to  public  health  of- 
ficials confidentially  or  anonymously  with  sig- 
nificant epidemiological  information. 

• Physicians  should  provide  specific 
counseling  to  patients  found  to  be  seroposi- 
tive. 

• The  IMS  supports  the  recent  position  of 
the  AMA  which  states  that  physicians  have  an 
ethical  responsibility  to  treat  HIV  infected  in- 
dividuals within  their  scope  of  competence. 

• The  IMS  Committee  on  AIDS  has  iden- 
tified the  lack  of  facilities  to  provide  long  term 
care  as  a gap  in  services  to  AIDS  patients. 


John  W.  Olds,  M.D. 


Questions  and  Answers 


Focus  on  AIDS  Education 


Last  summer,  the  IMS  formed  a special 
committee  to  develop  Society  policy  on 
AIDS  and  assist  governmental  and  other 
organizations  dealing  with  various  AIDS 
issues.  The  author,  chairman  of  the  IMS 
Committee  on  AIDS,  discusses  the  com- 
mittee's activities  and  priorities. 


How  and  why  did  the  IMS  Committee  on  AIDS 
come  into  existence?  What  is  its  charge? 

In  July  of  1987,  recognizing  the  IMS  should 
keep  apprised  of  AIDS  developments  and  as- 
sume a leadership  role  in  developing  AIDS 
guidelines  and  policy  statements,  the  Board  of 
Trustees  established  the  special  IMS  Commit- 
tee on  AIDS.  The  committee  is  charged  with 
providing  guidance  and  developing  recom- 
mendations regarding  such  issues  as  testing, 
financial/legal  rights,  care,  prevention,  ethics 
and  education. 

What  have  been  the  initial  activities  of  the  com- 
mittee? 

After  defining  responsibilities  and  objec- 
tives, the  committee  reviewed  basic  scientific 
information  and  other  literature  regarding 
AIDS.  We  studied  and  discussed  literature 
published  by  the  CDC,  the  AMA  and  other 
scientific  sources.  We  reviewed  position  state- 


ments and  other  material  developed  by  state 
and  county  medical  societies,  AIDS  task  forces 
and  governmental  bodies. 

What  AIDS-related  issues  will  the  committee  fo- 
cus on  in  the  coming  months? 

We  defined  our  responsibilities  and  ob- 
jectives to  include  the  following  priorities: 
writing  of  a position  statement  on  AIDS  issues 
for  consideration  by  appropriate  IMS  and  gov- 
ernmental policy  making  bodies;  physician  ed- 
ucation; assist  hospitals  as  they  develop  AIDS 
policies;  and  public  education.  Key  issues  in- 
clude appropriate  testing,  financial  resources 
and  support,  legal  rights  including  confiden- 
tiality, access  to  care,  medical  ethics  in  pro- 
viding that  care  and  optimal  use  of  limited 
resources  to  educate  physicians  and  the  pub- 
lic. This  education  should  focus  on  preventing 
transmission  of  the  virus. 

Please  tell  us  about  the  committee's  report  to 
the  Iowa  Legislature's  AIDS  Task  Force. 

I was  privileged  to  appear  before  the  Leg- 
islative AIDS  Task  Force  December  18,  1987. 
We  gave  the  task  force  a 5-page  statement  stat- 
ing our  position  on  issues  such  as  HIV  testing, 
AIDS  education,  recommendations  for  protec- 
tion of  health  care  workers  and  gaps  in  serv- 
ices to  AIDS  patients.  Several  handouts  were 
given  to  each  member  of  the  task  force  and  a 
lively  question  and  answer  session  ensued. 

What  role  will  the  committee  play  in  formulat- 
ing public  policy  on  AIDS  issues  in  Iowa? 

We  have  offered  the  services  of  the  IMS 
Committee  on  AIDS  to  provide  further  testi- 

(Please  turn  to  page  122) 
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mony  to  the  Legislative  AIDS  Task  Force  and 
other  governmental  agencies  involved  in  de- 
veloping public  policy  on  AIDS  issues.  Public 
policy  is  a reflection  of  what  the  public  wants, 
and  I hope  our  efforts  at  public/physician  ed- 
ucation will  play  a role  in  determining  what 
the  public  wants.  The  several  bills  recently 
proposed  by  the  Legislative  AIDS  Task  Force 
are  generally  consistent  with  the  positions  we 
took  in  our  testimony  in  December. 

How  important  is  education  in  dealing  with 
AIDS? 

Because  AIDS  is  spread  primarily  through 
intimate  sexual  contact  and  IV  drug  use,  nei- 
ther a plethora  of  new  laws  directed  at  human 
behavior  nor  indiscriminate  testing  will  serve 
much  purpose.  Education  aimed  at  prevention 
will.  We  — and  that  includes  the  scientific 
community  and  several  levels  of  government 
— must  devote  our  resources  to  teaching  each 
other  and  the  public  about  this  modern  day 
plague. 
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HIV  Infection:  Manifestations, 
Therapy  and  Transmission 


HALA  SHAMSUDDIN,  M.D. 
JACK  T.  STAPLETON,  M.D. 
Iowa  City,  Iowa 


The  authors  discuss  the  spectrum  of 
clinical  manifestations  of  AIDS , the 
modes  of  transmission  and  the  current 
status  of  AIDS  therapy  and  research. 


Since  it  was  recognized  in  1981,  Acquired 
Immunodeficiency  Syndrome  (AIDS)  has 
become  a pandemic.  About  63,000  cases  world- 
wide were  reported  to  the  World  Health  Or- 
ganization by  October  1987,  43,000  in  the 
United  States  alone.  An  estimated  1-2  million 
people  carry  the  virus  in  the  U.S.,  with  several 
million  carriers  in  Africa. 

The  disease  is  caused  by  a retrovirus  clas- 
sified as  the  Human  Immunodeficiency  Virus 
type  1 (HIV-1),  previously  called  HTLVIII  or 
LAV.  The  receptor  for  the  virus  on  human  cells 
is  the  CD4  molecule.  This  molecule  is  present 
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mainly  on  T4  helper  lymphocytes  and  to  a 
lesser  degree  on  macrophages.  T helper  lym- 
phocytes have  a central  role  in  the  immune 
system.  When  infection  of  these  cells  leads  to 
their  destruction,  severe  impairment  of  host 
defense  mechanisms  results  and  opportunistic 
infections  and  tumors  that  are  the  hallmark  of 
AIDS  occur. 

Clinical  Manifestations 

HIV  infection  is  a spectrum  of  diseases 
varying  from  acute  infection,  asymptomatic 
carriage,  lymphadenopathy,  AIDS-related 
complex  or  any  of  the  opportunistic  infections 
or  neoplasms  that  characterize  AIDS.  Follow- 
ing exposure  to  the  virus,  approximately  40% 
of  patients  develop  a mononucleosis-like  illness 
characterized  by  fever,  lymphadenopathy, 
night  sweats  and  headache.  Some  patients  de- 
velop acute  aseptic  meningoencephalitis.  Tests 
for  HIV  antibody  are  usually  negative  during 
this  initial  illness,  but  patients  have  detectable 
virus  or  viral  antigen  in  their  blood  and  are 
infectious. 

The  time  between  infection  and  a detect- 
able antibody  response  is  known  as  the  "win- 
dow” period.  Antibody  tests  (ELISA  and 
Western  Blot  assays)  become  positive  in  most 
individuals  between  6 and  12  weeks  following 
infection,  although  they  occasionally  remain 
negative  for  as  long  as  8 months.  The  acute 
illness  subsides  in  1 to  3 weeks  and  most  pa- 
tients become  asymptomatic  carriers.  Asymp- 
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tomatic  or  mildly  symptomatic  patients  com- 
prise the  majority  of  those  infected  and  they 
form  the  major  reservoir  for  spread  of  the  vi- 
rus. 

Education  directed  at  this  population  is 
the  most  important  measure  to  limit  virus 
transmission.  In  addition,  changing  high  risk 
behaviors  of  infected  individuals  will  decrease 
exposure  to  cofactors  that  may  be  important 
in  enhancing  progression  of  the  disease. 

Clinically,  patients  present  with  persist- 
ent generalized  lymphadenopathy  (PGL), 
AIDS-related  Complex  (ARC)  or  AIDS.  PGL  is 
defined  as  lymph  node  enlargement  >1  cm  in 
diameter  involving  2 or  more  extrainguinal 
sites.  The  adenopathy  must  persist  for  at  least 
3 months  without  any  current  illness  or  drug 
use  known  to  cause  adenopathy.  ARC  is  char- 
acterized by  weight  loss,  diarrhea,  fever,  ad- 
enopathy, splenomegaly  and  a variety  of  mu- 
cocutaneous lesions  including  oral  thrush, 
hairy  leukoplakia  and  multidermatomal 
herpes-zoster.  About  20%  of  African  patients 
have  a generalized  papular  pruritic  eruption, 
the  cause  of  which  is  not  known. 

Opportunistic  Infections 

The  Centers  for  Disease  Control  (CDC) 
recently  modified  the  case  definition  of  AIDS 
to  include  HIV  encephalopathy  and  wasting 
syndrome.  As  mentioned  previously,  the  de- 
crease in  host  defense  mechanisms  leads  to 
opportunistic  infections  and  tumors.  Specific 
opportunistic  infections  depend  on  where  pa- 
tients live.  Pneumocystis  carinii  pneumonia 
(PCP)  is  the  most  common  presentation  among 
Europeans  and  Americans,  but  is  less  common 
among  Africans.  Atypical  mycobacteria  are 
common  among  Americans  but  not  among  Af- 
ricans where  tuberculosis  (TB)  tends  to  pre- 
dominate. Opportunistic  infections  occurring 
in  AIDS  include  PCP,  toxoplasmosis,  crypto- 
coccal  infections,  disseminated  TB  and  atypi- 
cal mycobacteria,  diarrheal  illness  due  to  Cryp- 
tosporidia and  isospora,  recurrent  salmonella 
infections  and  candidal  infections. 

Tumors  commonly  found  in  AIDS  include 
B cell  lymphoma  and  Kaposi's  sarcoma.  Nerv- 
ous system  involvement  in  AIDS  can  occur 
regardless  of  the  presence  or  absence  of  other 
manifestations.  Neurologic  findings  include 
encephalitis  with  dementia,  vacuolar  mye- 
lopathy, peripheral  neuropathy  and  polymyo- 


sitis. The  wasting  syndrome,  which  is  defined 
as  involuntary  weight  loss  >10%  body  weight 
with  chronic  diarrhea  or  fever  without  a de- 
finable cause,  is  thought  to  directly  result  from 
HIV  infection. 

Progression  of  patients  from  asympto- 
matic carriage  or  PGL  to  AIDS  occurs  at  the 
rate  of  2-5%  per  year,  and  from  ARC  to  AIDS 
at  the  rate  of  6-20%  or  more  per  year.  It  has 


"Developed  as  an  anticancer  drug  in 
1960 , AZT  (3' -azido-3'  deoxythymi- 
dine,  now  called  zidovudine)  is  the  only 
treatment  documented  to  prolong  sur- 
vival among  AIDS  patients 


been  suggested  that  a variety  of  infectious  and 
non-infectious  cofactors  are  important  in  the 
progression  from  acquisition  of  the  virus  to  the 
development  of  AIDS.  Studies  have  docu- 
mented a correlation  between  the  develop- 
ment of  AIDS  and  the  presence  of  infections 
with  sexually  transmitted  diseases  (syphilis, 
gonorrhea,  hepatitis  B,  CMV,  Herpes  Simplex 
virus),  parasitic  diseases  (malaria,  giardiasis, 
amebiasis)  and  repeated  foreign  antigenic 
stimulation  (blood  products  or  IV  drugs).  These 
"cofactors"  all  stimulate  T lymphocytes.  T cells 
stimulated  in  vitro  are  easier  to  infect  with  HIV. 
Stimulating  T cells  already  infected  with  HIV 
leads  to  an  increase  in  viral  replication,  hence 
increasing  the  possibility  of  infecting  other- 
wise healthy  T cells. 

Patients  vary  in  their  ability  to  transmit 
the  virus  to  sexual  partners.  This  may  be  re- 
lated to  the  presence  and  level  of  neutralizing 
antibody  to  HIV  of  the  infected  patient  or  to 
the  carriage  of  defective  virus  that  is  unable  to 
replicate.  Clinical  indicators  that  predict  pro- 
gression of  HIV  infection  to  AIDS  include  a T4 
lymphocyte  count  of  400  or  less,  an  elevated 
sedimentation  rate,  anemia  (hb  <13),  oral 
thrush  or  hairy  leukoplakia,  HIV  core  antige- 
nemia  and  elevated  (32  macroglobulinemia. 

Treatment 

Several  steps  in  the  HIV  replication  cycle 
have  been  targeted  for  development  of  anti- 
viral agents.  Agents  that  have  been  tested  in- 
clude inhibitors  of  viral  adsorption  or  pene- 
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tration  (AL-721,  peptide  T,  castanospermine), 
viral  reverse  transcriptase  inhibitors  (AZT,  di- 
deoxycytosine,  phosphonoformate,  HPA-23, 
and  suramin)  and  viral  protein  synthesis  in- 
hibitors (Ribavirin  and  interferon).  There  are 
over  70  drugs  or  combinations  of  drugs  ap- 
proved for  safety  and  efficacy  testing  nation- 
wide. 

Developed  as  an  anticancer  drug  in  I960, 
AZT  (3 '-azido-3'deoxy thymidine,  now  called 
zidovudine)  is  the  only  treatment  documented 
to  prolong  survival  among  AIDS  patients.  AZT 
is  60%  absorbed  after  oral  intake  and  can  pen- 
etrate the  blood  brain  barrier  in  virustatic  con- 
centrations. It  is  phosphorylated  by  cellular 
kinases  and  as  such  is  a competitive  inhibitor 
of  the  viral  reverse  transcriptase.  In  a double 
blind  placebo  controlled  trial,  AZT  was  given 
to  140  patients  post  P.  carinii  pneumonia  or 
with  ARC.  137  control  patients  received  pla- 
cebo. The  study  was  terminated  at  24  weeks 
because  of  the  significant  improvement  in 
mortality  and  morbidity  in  the  AZT  group. 

Unfortunately,  AZT  has  significant  tox- 
icity. Approximately  20%  of  recipients  develop 


" Patients  vary  in  their  ability  to  trans- 
mit the  virus  to  sexual  partners.  This 
may  be  related  to  the  pressure  and  level 
of  neutralizing  antibody  to  HIV  of  the 
infected  patient  or  to  the  carriage  of 
defective  virus  that  is  unable  to  repli- 
cate 


either  granulocytopenia  or  anemia  requiring 
transfusions.  Concurrent  use  of  acetomino- 
phen  (Tylenol)  increases  the  risk  of  marrow 
toxicity  probably  due  to  interference  of  acet- 
aminophen with  hepatic  glucorinidation  of 
AZT.  AZT  is  recommended  for  all  patients  who 
have  developed  PCP  and  symptomatic  pa- 
tients with  T helper  lymphocyte  depletion. 
Whether  AZT  will  be  effective  in  the  asymp- 
tomatic carrier  population  is  not  known.  Be- 
cause of  its  significant  bone  marrow  toxicity, 
it  is  not  currently  recommended  for  such  pa- 
tients. Trials  combining  AZT  with  other  agents 
are  underway. 

Another  approach  to  AIDS  treatment  in- 
volves modulating  the  patients  immune  sys- 
tem. Alpha  interferon,  in  addition  to  having 
an  antiviral  effect,  is  an  immunomodulator.  It 


has  been  shown  to  induce  remission  in  some 
patients  with  Kaposi's  sarcoma  and  to  de- 
crease HIV  shedding  in  those  patients.  Inter- 
leukin 2 is  also  under  investigation.  Bone  mar- 
row transplantation  has  been  attempted  in 
several  patients  with  AIDS  without  success. 
Now  that  effective  antiviral  therapy  is  avail- 
able this  approach  deserves  reevaluation. 

Transmission 

Transmission  of  HIV  occurs  by  1 of  3 
routes:  sexual,  parenteral  and  perinatal.  66% 
of  the  patients  in  the  U.S.  are  homosexual  men, 
16%  are  IV  drug  users,  8%  are  both,  3%  are 
hemophiliacs  and  recipients  of  blood  trans- 
fusions, 4%  are  heterosexuals  and  3%  have  no 
identifiable  risk.  The  same  pattern  applies  to 
European  countries  and  Australia,  though  fig- 
ures vary.  In  the  U.S.,  men  with  AIDS  out- 
number women  10:1.  This  is  misleading  how- 
ever, as  seroprevalence  studies  demonstrate  a 
male  to  female  ratio  of  2.3:1.  We  should  there- 
fore expect  to  see  a shift  in  the  ratio  of  men  to 
women  developing  AIDS  in  ensuing  years.  In- 
fected women  are  usually  IV  drug  users  or 
sexual  partners  of  infected  men.  Due  to  blood 
screening  programs,  transfusion-related  cases 
have  markedly  decreased.  Seroprevalence  of 
the  general  population  is  low,  estimated  to  be 
9 to  23  per  million. 

In  Africa,  there  is  a different  epidemio- 
logic picture.  Males  and  females  are  equally 
affected  and  heterosexual  transmission  ap- 
pears to  be  the  major  mode  of  spread.  Sero- 
prevalence of  the  general  population  is  high, 
estimated  at  1%.  Due  to  the  limited  resources 
of  these  countries,  screening  of  blood  is  not 
widely  prevalent  and  infection  via  this  route 
continues.  Because  infected  women  are  of  child 
bearing  age,  perinatal  transmission  is  com- 
mon. A third  pattern  of  HIV  infection  emerges 
in  the  Middle  East  and  Asia  where  there  are 
few  reported  cases,  most  acquired  through  im- 
ported blood  products  or  sexual  contact  abroad. 

The  virus  is  most  efficiently  transmitted 
when  it  is  cell-associated.  Though  it  can  be 
isolated  from  tears,  saliva  and  sweat,  trans- 
mission by  these  routes  has  not  been  docu- 
mented. Casual  transmission  of  the  virus 
within  households  or  work  has  not  been  doc- 
umented. The  most  direct  evidence  against 
casual  transmission  of  HIV  is  derived  from 
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studies  of  household  contacts  of  patients  af- 
flicted with  AIDS.  In  one  study,  101  nonsex- 
ual,  household  contacts  of  patients  with  AIDS 
were  evaluated.  The  study  participants  had 
lived  with  the  patients  for  at  least  14  months 
before  their  housemate  developed  AIDS  and 
had  intense  exposure  during  that  time.  Types 
of  exposures  included  hugging  (79%),  kissing 
on  the  cheek  (83%),  kissing  on  the  lips  (17%), 
sharing  eating  utensils  (46%),  sharing  razors 
(9%)  and  cleaning  commonly  used  toilets 
(49%).  No  transmission  of  HIV  occurred  ex- 
cept for  a child  who  was  infected  at  birth. 

At  least  7 additional  studies  of  household 
contacts  of  infected  patients  have  been  re- 
ported. These  investigations  involve  the  fam- 
ilies of  hemophiliacs,  IV  drug  users,  homo- 
sexuals, Africans  and  siblings  of  children  with 
AIDS.  None  of  these  studies  (over  600  house- 
hold contacts)  has  shown  transmission  of  the 
virus  unless  there  is  sexual  contact,  needle 
sharing  or  perinatal  transmission. 

Transmission  of  HIV  to  health  care  work- 
ers occurs  by  accidental  inoculation  of  infected 
blood  or  direct  exposure  of  infected  blood  to 
mucous  membranes  or  disrupted  skin.  Cur- 
rent predictions  estimate  that  0.5%  of  health 
care  workers  who  sustain  an  accidental  per- 
cutaneous or  mucous  membrane  exposure  to 
infected  blood  will  become  infected  with  the 
virus.  The  CDC  has  published  guidelines  for 
prevention  of  HIV  transmission  in  health  care 
workers.  These  were  not  followed  in  the  ma- 
jority of  the  reported  cases  of  accidental  infec- 
tion in  health  care  workers. 

Summary 

In  this  overview,  we  have  discussed  the 
spectrum  of  clinical  manifestations,  the  mode 
of  transmission  and  current  status  of  therapy 
directed  against  HIV.  Although  the  conse- 
quences of  AIDS  are  devastating  and  the  in- 
fection is  increasingly  encountered  by  physi- 
cians in  Iowa,  our  understanding  of  HIV 
pathogenesis  is  rapidly  expanding.  This  should 
allow  development  of  better  educational  pro- 
grams and  eventually  a vaccine  to  slow  the 
spread  of  virus  transmission  and  lead  to  im- 
proved treatments  for  those  already  infected. 
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The  Editor  Comments 


The  Scourge  of  the  Eighties 


Medical  history  tells  of  recurring  epi- 
demics and  plagues.  The  Black  Death 
of  the  mid-1300's  killed  three-fourths  of  the 
people  of  an  area  in  south  France.  Recent  his- 
tory reminds  us  of  the  poliomyelitis  epidemics 
in  the  United  States  in  the  mid-1900's.  Now 
in  the  1980's,  we  face  another  epidemic  of  an- 
other type.  The  first  reports  received  by  the 
Centers  for  Disease  Control  of  the  incidence 
of  AIDS  in  the  United  States  was  in  1981.  In 
1981,  265  people  in  the  United  States  had  AIDS. 
By  mid-1987  more  than  40,000  cases  had  been 
reported. 

AIDS  (acquired  immunodeficiency  syn- 
drome) in  the  U.S.  originally  was  reported  to 
involve  homosexual  men  and  intravenous  drug 
abusers.  Then,  Haitians  and  persons  afflicted 
with  hemophilia  were  among  the  victims.  Soon 
it  was  known  the  danger  stemmed  not  from 
who  you  were,  but  from  what  you  did.  The 
virus  can  attack  anyone  and  kill  any  human  it 
infects.  AIDS  has  become  a national  epidemic 
and  is  being  transmitted  at  an  increasing  rate 
to  the  heterosexual  population.  Known  cases 
from  1981  through  mid-1987  reported  to  CDC 
were  42,193;  23,638  have  died.  AIDS  has  be- 
come a worldwide  epidemic  with  114  countries 
reporting  cases  by  mid-1987.  It  is  estimated  as 
many  as  10  million  people  worldwide  may  be 
infected  with  the  virus. 

This  epidemic  has  reached  proportions 
immense  enough  to  challenge  the  medical 
profession.  Our  medical  societies  are  promul- 
gating efforts  to  educate  the  profession  as  well 
as  the  general  population.  No  age  group  is 


immune.  The  ugly  specter  of  "failure  to  di- 
agnose" faces  all  of  us.  It  behooves  each  and 
every  physician,  nurse,  laboratory  technolo- 
gist, any  and  all  health  care  persons  to  be  aware 
of  the  manifestations  of  the  viral  threat. 

This  issue  of  iowa  medicine  endeavors  to 
alert  our  profession  again  to  the  AIDS  di- 
lemma. We  do  not  apologize  for  presenting 
another  reminder  to  the  medical  profession 
about  AIDS,  even  though  JAMA,  other  jour- 
nals and  health  organizations  have  provided 
much  educational  material  about  this  scourge. 
It  is  our  responsibility  to  know  the  true  mean- 
ing of  the  syndrome  as  well  as  dispel  much  of 
the  misinformation  that  has  come  from  poorly 
informed  sources. 

AIDS  is  transmitted  in  only  a few  known 
ways:  sexual  contact,  blood  contamination,  and 
from  mother  to  child.  Casual  contact  with  other 
persons,  public  restrooms,  gymnastics,  class- 
rooms and  public  telephones  are  not  sources 
of  AIDS.  Mosquitoes  have  been  acquitted  as 
a spread  of  AIDS  as  they  were  of  poliomyelitis 
when  that  devastating  frightening  disease 
caused  panic  in  the  U.S.  during  the  early 
1950's. 

Here  we  go  again;  another  medical  crisis. 
The  population  cries  out  for  quick  answers. 
Researchers  seek  a vaccine.  Physicians  must 
recognize  the  syndrome.  Education  must  em- 
phasize facts,  dispel  fear  and  promote  self-care. 
This  is  a worldwide  problem  and  there  is  no 
room  for  panic  or  unproven  declarations. 

Together  we,  the  medical  profession,  re- 
searchers, government  authorities,  and  the 
population  as  a whole  can  conquer  another 
"plague."  Such  have  been  conquered  before 
and  others  will  face  future  populations.  — 
M.E.A. 
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Richard  M.  Caplan,  M.D. 


CME  Notebook 


Will  AIDS  Cause  Semmelweis 
to  Triumph  at  Last? 


Most  physicians  know  the  story  of  Ignaz 
Semmelweis  — or  maybe  that's  only 
my  hope.  You  remember,  don't  you  — he's 
the  Hungarian  physician  who  concluded  in  the 
late  1840's  that  a connection  existed  between 
the  fact  that  an  extreme  number  of  women 
died  of  childbed  fever  at  his  hospital,  and  the 
fact  that  the  doctors  who  delivered  them  often 
arrived  at  the  delivery  table  directly  from  per- 
forming an  autopsy  in  the  hospital  morgue. 
Remember,  also,  this  was  clearly  before  the 
work  of  Pasteur,  Virchow  and  others  led  the 
medical  world  to  understand  the  bacterial  or- 
igin of  infection. 

Semmelweis's  observations  and  hunches 
led  him  into  a campaign  to  get  medical  stu- 
dents, doctors  and  nurses  who  attended  the 
parturient  women  to  wash  their  hands  before 
starting  the  delivery.  He  was  laughed  at,  ig- 
nored, even  reviled.  As  a result  of  that  rejec- 
tion, so  the  story  goes,  he  grew  despondent 
and  a few  years  later  died  of  suicide  in  an 
insane  asylum.  His  story  is  one  of  the  great 
dramas,  tragedies,  of  medical  history.  This 
drastic  encapsulation  surely  oversimplifies  the 
historical  realities  to  a painful  degree.  But  the 
story  — and  the  heroic  stature  also  of  Dr.  Oliver 
Wendell  Holmes,  who  urged  the  same  sani- 
tary behavior  in  this  country  at  about  the  same 
time  — does  ring  a bell,  doesn't  it?  (If  by  chance 
it  doesn't,  it's  a fascinating  tale,  well  worth 
your  reading  time.) 


Dr.  Caplan  is  Associate  Dean  for  Continuing  Medical  Education  at 
the  University  of  Iowa  College  of  Medicine. 


I've  spent  most  of  my  medical  experience, 
whether  inpatient  or  outpatient,  believing  that 
Semmelweis  and  Pasteur  and  Lister  were  ab- 
solutely right,  and  feeling  pretty  smug  with 
myself  for  thinking  I'd  been  doing  the  right 
thing  about  my  own  hand  washing  all  these 
years.  Recently,  though,  a bombshell  has  hit 
me,  coming  out  of  the  research  of  infection- 
control  specialists  and  epidemiologists.  Their 
evidence  now  persuades  me  of  the  need  to 
wash  my  hands  after  every  patient  encounter. 
The  urgency  is  especially  great  regarding  in- 
patients and  the  need  to  protect  them  from  a 
variety  of  infections  I might  bring  them. 

My  consciousness  about  my  personal 
safety  was  further  alerted  a few  years  ago  re- 
garding hepatitis-B.  But  now  the  really  urgent 
message  has  hit  me  in  regard  to  AIDS.  The 
role  of  protective  garments  and  hand  washing 
is  now  a part  of  the  international  education 
crisis  surrounding  AIDS.  We  physicians  must 
learn,  know,  but  above  all,  behave  with  appro- 
priate attention  to  protecting  ourselves  and 
others  regarding  bodily  fluids  and  wastes  from 
everyone  we  encounter.  We  must  help  our  hos- 
pitals and  office  personnel  to  understand  what 
to  do,  and  also  what  is  not  effective  or  nec- 
essary. We  need  to  stay  informed  and  zeal- 
ously teach  our  patients,  colleagues,  friends 
and  the  entire  public  the  facts  about  AIDS. 
And  of  course,  we  must  set  the  correct  ex- 
ample in  our  own  actions. 

What  I'm  saying  means  that,  yes,  we  must 
all  make  some  changes.  It  will  mean  an  in- 
crease in  expenses  of  money  and  time,  and 
will  induce  hand  dermatitis  in  a few  of  us.  But 
such  costs  seem  trivial  compared  to  the  per- 
sonal and  social  alternative.  Maybe  it  seems 
unfair  to  foster  the  profits  of  those  who  man- 
ufacture and  sell  rubber  gloves,  but  true  it  re- 
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mains  that  one  person's  poison  is  always 
another's  meat  (short  of  total  nuclear  annihi- 
lation). 

Changing  our  knowledge,  attitudes  and 
behavior  is  what  education  is  all  about.  I don't 
mean  that  we  must  identify  the  AIDS  status 
of  each  patient,  and  then  discriminate  against 
those  who  are  sick  from  the  virus  or  have  a 
positive  blood  test.  No,  we  must  simply  be- 
have appropriately  as  we  deal  with  all  patients 
and  properly  isolate  their  bodily  substances. 
The  risk  of  contracting  AIDS  from  casual  med- 
ical encounters  is  exceedingly  slight.  But  the 
time  is  now  to  protect  ourselves  and  our  pa- 
tients by  behaving  finally,  140  years  later,  so 
as  to  let  the  ghost  of  Semmelweis  rest  in  peace. 


Letters  to  the  Editor 

Osteoporosis  Detection 

In  the  January  1988  issue  of  iowa  medicine 
the  nice,  brief  review  of  osteoporosis  by  Dr. 
Patrick  M.  Sullivan  was  timely  and  greatly  ap- 
preciated. However,  in  his  section  on  diag- 
nostic tests  he  mentioned  that  dual  photon 
absorptiometry  was  one  of  the  newer  tech- 
niques which  had  high  precision  and  accuracy 
but  that  the  method  was  very  expensive  and 
not  in  wide  use.  In  the  overall  scheme  of  these 
charges  for  diagnostic  procedures  this  would 
certainly  be  one  of  the  less  expensive  proce- 
dures in  use  in  Nuclear  Medicine  or  many  Ra- 
diology Departments.  Certainly,  it  is  in  our 
Nuclear  Medicine  Department.  Furthermore, 
there  are  several  thousand  of  these  instru- 
ments in  use  in  this  country.  The  main  prob- 
lem that  limits  its  usage  is  that  Medicare,  for 
some  reason  only  they  can  rationalize,  refuses 
to  pay  for  this  valuable  diagnostic  procedure. 
Because  of  this,  osteoporosis  detection  is  fre- 
quently delayed  and  the  possible  benefits  of 
therapy  will  be  difficult  to  quantitate.  — Alex- 
ander Ervanian,  M.D.,  Des  Moines,  Iowa. 


A place 
for  substance 
abusers  to  get 
away  from 
it  all  . 


Simply  taking  the  drug  away 
from  chemically  dependent 
people  won’t  cure  them.  At  the 
Powell  III  Chemical  Depen- 
dency Center  in  Des  Moines, 
our  midwestern  environment 
gives  patients  the  time  and 
space  they  need  to  recover... 
one  step  at  a time. 

The  interdisciplinary  team 
approach,  a technique  pio- 
neered by  Powell  III  and  now 
used  by  many  treatment  centers 
across  the  nation,  gives  patients 
guidance  and  support  from 
physicians,  nurses,  certified 
chemical  dependency  coun- 
selors, social  workers,  clinical 
psychologists  and  clergy. 

Outpatient  programs 
and  follow-up  treatment  give 
patients  continued  support  and 
encouragement  as  they  begin 
new,  drug-free  lives. 

For  more  information  about 
the  Powell  III  Chemical  Depen- 
dency Center,  call  toll-free. 
1-800-443-SOBR  (inside  Iowa) 
or  1-800-523-SOBR  (outside 
Iowa) 

POWELL  III  CHEMICAL 
DEPENDENCY  CENTER 


Dr.  Ervanian' s points  are  well  taken.  His  clar- 
ification on  the  regional  availability  of  dual 
photon  absorptiometry  is  helpful.  We  can  see 
why  this  is  a relatively  expensive  procedure  if 
there  is  no  third  party  reimbursement.  — Pat- 
rick M.  Sullivan,  M.D.,  Des  Moines,  Iowa. 


ICWA  METHODIST 
MEDICAL  CENTER 

121)0  PLEASANT  STREET  DES  MOINES.  IOWA 


Practice  Management 


Tax  Free  Fringe  Benefits: 
New  Restrictions 


Tax  free  fringe  benefits  are  a significant 
aspect  of  compensation  to  owner-em- 
ployees of  an  incorporated  business.  These 
benefits  include  insured  and  uninsured  acci- 
dent and  health  benefits,  group  life  insurance 
coverage,  group  legal  services  plans,  educa- 
tional assistance  programs  and  dependent  care 
assistance.  Prior  to  the  Tax  Reform  Act  of  1986, 
each  of  these  benefits  had  a set  of  non-dis- 
crimination rules  which,  if  violated,  resulted 
in  taxation  of  benefits  under  a particular  plan. 
The  new  law  replaces  these  provisions  with 
uniform  non-discrimination  rules. 

The  law  extends  discrimination  provisions 
similar  to  those  in  the  retirement  plan  area  to 
fringe  benefits.  Violation  of  the  new  rules  re- 
sults in  taxation  of  "excess  benefits"  to  highly 
compensated  employees.  Failure  to  report  ex- 
cess benefits  results  in  a severe  additional  tax 
on  total  benefits  to  an  employee. 

The  new  law  was  to  apply  to  the  first  plan 
year  after  1987  or  3 months  after  IRS  regula- 
tions are  issued.  At  this  time  no  regulations 
have  been  issued.  For  employers  with  a cal- 
endar year  plan  this  means  the  rules  will  not 
be  effective  until  1989. 

Eligibility  Tests 

At  least  50%  of  eligible  employees  must 
not  be  highly  compensated.  This  test  will  be 
satisfied  if  the  percentage  of  eligible  highly 
compensated  employees  does  not  exceed  the 
percentage  of  eligible  non-highly  compen- 
sated employees. 

The  second  eligibility  test  is  the  90/50  test. 
At  least  90%  of  the  non-highly  compensated 


This  article  is  authored  by  Paul  Hayes,  a tax  partner  with  McGladrey, 
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group  must  be  provided  with  at  least  50%  of 
the  highest  benefit  available  to  any  highly 
compensated  employee. 

The  third  eligibility  test  is  the  plan  cannot 
contain  discriminatory  provisions  relating  to 
eligibility. 

Benefits  Tests 

The  average  benefit  received  by  a non- 
highly  compensated  employee  must  be  at  least 
75%  of  the  average  benefit  received  by  highly 
compensated  employees.  How  different  ben- 
efits will  be  valued  is  uncertain  at  this  time 
pending  the  issuance  of  IRS  regulations. 

Simplified  Test 

An  alternative  to  these  tests  is  available 
for  health  and  group  term  life  insurance  ben- 
efits. The  eligibility  and  benefits  test  are  met 
if  at  least  80%  of  the  non-highly  compensated 
employees  are  covered  under  the  plan  and  the 
benefits  test  is  met. 

Other  Requirements 

Certain  formalities  that  may  have  been 
lacking  in  the  past  must  now  be  met  for  the 
plan  to  qualify.  These  are:  the  plan  must  be  in 
writing;  employee's  rights  under  the  plan  must 
be  legally  enforceable;  the  plan  must  be  for  the 
exclusive  benefit  of  employees  (as  opposed  to 
owners);  the  plan  must  be  established  with  the 
intention  that  it  will  be  maintained  indefi- 
nitely; certain  plan  information  returns  will  be 
required  to  be  filed  with  IRS. 

These  requirements  will  force  many  em- 
ployers to  consider  new  options;  conform  the 
plan  to  the  new  requirements,  drop  the  plan 
or  operate  the  plan  on  a discriminatory  basis. 
Conforming  the  plan  to  the  new  requirements 
may  result  in  increased  benefit  costs  for  non- 
owner  employees.  Dropping  a plan  may  ne- 
cessitate increased  employee  compensation.  If 
the  plan  is  operated  on  a discrimatory  basis, 
highly  compensated  employees  will  be  taxed 
for  "excess  benefits." 
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Iowa  Department  of  Public  Health 


AIDS  Task  Force 


Acquired  immunodeficiency  syndrome 
(AIDS)  has  become  a leading  health  con- 
cern for  the  nation  and  Iowa.  House  File  310, 
passed  by  the  1987  legislature,  requires  the 
Department  of  Public  Health  to  establish  a cen- 
tral registry  for  AIDS,  provide  for  confidential 
testing  and  promote  public  education  efforts. 

An  AIDS  Task  Force  was  established  by  the 
legislative  council  and  the  following  members 
appointed  for  a 2-year  term:  Senator  A1  Stur- 
geon, Sioux  City,  Co-chairperson;  Represent- 
ative Ralph  Rosenberg,  Ames,  Co-chairper- 
son;  Senator  David  Readinger,  Des  Moines; 
Representative  Mike  Van  Camp,  Davenport; 
Ms.  Elizabeth  Coss,  R.N.,  Des  Moines;  Alex 
Ervanian,  M.D.,  Des  Moines;  Mr.  Clark 
McDonald,  Des  Moines;  Ms.  Carla  Mehus,  Des 
Moines;  Mr.  John  Schmacker,  Des  Moines,  and 
Ms.  Carolyn  Scholl,  Des  Moines. 

The  task  force  is  charged  with  reviewing 
AIDS  related  issues  including  health  care  costs, 
testing  and  detection. 

Initially  authorized  for  3 meetings,  the  task 
force  met  October  23,  November  10,  and  De- 
cember 18,  1987.  Upon  request  of  the  task  force, 
the  Legislative  Council  authorized  a fourth 
meeting  which  was  held  January  5,  1988.  A 
variety  of  public  and  private  organizations  have 
presented  AIDS  information  to  the  task  force. 

Topics  discussed  included:  characteristics  of 
AIDS;  mandatory  testing;  care  of  AIDS  pa- 
tients; confidentiality,  civil  rights  and  discrim- 
ination; positions  of  professional  association 
concerning  AIDS;  educational  curriculum 
standards;  protection  against  false  advertising 
and  fraudulent  practices  related  to  AIDS. 


This  information  on  public  health  matters  is  furnished  and  spon- 
sored by  the  Iowa  Department  of  Public  Health. 


Recommendations 

The  task  force  made  the  following  recom- 
mendations after  careful  consideration  of  the 
testimony  presented: 

• The  Iowa  Department  of  Human  Services 
initiate  the  process  to  obtain  a waiver  for  pro- 
vision of  alternative  service  to  persons  with 
AIDS  or  an  AIDS-related  condition. 

• The  Legislative  Service  Bureau  draft  leg- 
islation which  reflects  the  recommendations  of 
the  Office  of  the  Attorney  General  regarding 
false  advertising  and  fraudulent  practices  rel- 
ative to  AIDS  drugs,  devices  and  cosmetics. 

Also,  the  task  force  reviewed  bill  proposals 
relating  to  AIDS.  The  following  bills  were  ap- 
proved with  recommendation  by  the  task  force 
for  consideration  by  the  General  Assembly: 

• An  act  relating  to  the  certification  of  clin- 
ical laboratories  and  blood  banks  which  per- 
form human  immunodeficiency  virus  screen- 
ing or  confirmatory  testing. 

• An  act  relating  to  the  admission  to  or  re- 
tention in  a health  care  facility  of  a patient  with 
positive  AIDS  test  results  or  a diagnosis  of 
AIDS  or  a related  condition. 

• An  act  requiring  informed  consent  prior 
to  testing  a person  for  antibodies  to  the  human 
immunodeficiency  virus  and  making  penalties 
applicable. 

• An  act  requiring  accredited  elementary 
and  secondary  schools  to  provide,  within  the 
health  education  curricula,  instruction  con- 
cerning AIDS. 

• An  act  making  appropriations  for  the  fis- 
cal year  beginning  July  1,  1998,  to  the  Iowa 
Department  of  Public  Health  for  implemen- 
tation of  the  comprehensive  AIDS  prevention 
and  intervention  plan. 

• An  act  relating  to  a comprehensive  AIDS 
prevention  and  intervention  plan. 

• An  act  relating  to  the  civil  rights  of  per- 
sons with  a condition  relating  to  AIDS  and 
including  prohibition  of  testing,  with  respect 

(Please  turn  to  page  138) 
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to  the  employment  of  persons,  for  a condition 
related  to  AIDS,  and  making  remedial  provi- 
sions of  the  civil  rights  law  applicable. 

• An  act  relating  to  confidentiality  of  hu- 
man immunodeficiency  virus-related  matters 
and  providing  penalties. 


• An  act  prohibiting  the  disclosure  of  AIDS- 
related  testing  and  test  results  by  certain  per- 
sons in  the  insurance  industry  and  providing 
penalties. 

Bill  proposals  concerning  civil  rights  and 
confidentiality  issues  are  being  examined  by 
the  House  of  Representative's  Human  Re- 
source Committee.  All  other  AIDS-related  pro- 
posals from  the  Task  Force  are  being  examined 
by  the  Senate  Human  Resource  Committee. 

The  AIDS  Task  Force  will  continue  to  study 
AIDS-related  issues  during  the  next  interim 
session.  They  plan  to  make  additional  rec- 
ommendations to  the  General  Assembly. 


January  1988 
Morbidity  Report 


Disease 

/an. 

1988 

Total 

1988 

to 

Date 

1987 

to 

Date 

Most  Jan.  Cases 
Reported  From 
These  Counties 

AIDS 

2 

2 

0 

NA 

Amebiasis 

2 

2 

3 

Boone,  Story 

Brucellosis 

0 

0 

1 

Chickenpox 

997 

997 

836 

Scattered 

Campylobacter 

12 

12 

6 

Scattered 

Cytomegalovirus 

1 

1 

1 

Scott 

Eatons  Agent 
Infection 

8 

8 

12 

Scattered 

Encephalitis,  viral 

3 

3 

0 

Johnson,  Linn,  Polk 

Erythema 

Infectiosum 

0 

0 

0 

Gastroenteritis 

(GIV) 

2393 

2393 

2289 

Scattered 

Giardiasis 

26 

26 

24 

Scattered 

Hepatitis,  A 

5 

5 

5 

Black  Hawk, 

Hepatitis,  B 

10 

10 

11 

Plymouth 
Black  Hawk, 

Hepatitis,  Non 
A-B 

2 

2 

2 

Marshall,  Mills, 
Polk, 

Pottawattamie 

Fayette 

Hepatitis 
type  unspecified 

0 

0 

1 

Herpes  Simplex 

81 

81 

77 

Scattered 

Herpes  Zoster 

0 

0 

0 

Histoplasmosis 

1 

1 

1 

Polk 

Infectious 

mononucleosis 

4 

4 

23 

Benton,  Linn, 

Influenza, 
lab  confirmed 

15 

15 

36 

Warren,  Jones 
Scattered 

Disease 

Jan. 

1988 

Total 

1988 

to 

Date 

1987 

to 

Date 

Most  Jan.  Cases 
Reported  From 
These  Counties 

Influenza-like 
illness  (URI) 

5232 

5232 

4470 

Scattered 

Legionellosis 

2 

2 

1 

Wayne,  Wapello 

Malaria 

0 

0 

0 

Meningitis 

aseptic 

3 

3 

1 

Johnson,  Linn,  Polk 

bacterial 

18 

18 

8 

Scattered 

meningococcal 

0 

0 

2 

Mumps 

8 

8 

19 

Scattered 

Pertussis 

3 

3 

2 

Decatur,  Dubuque, 

Rabies  in  animals 

1 1 

11 

13 

Polk 

Scattered 

Reye  Syndrome 

0 

0 

0 

Rheumatic  Fever 

0 

0 

0 

Rubella 

(German 

measles) 

0 

0 

0 

Measles 

0 

0 

0 

Salmonellosis 

4 

4 

10 

Polk,  Ringgold,  Scott 

Shigellosis 

20 

20 

3 

Scattered 

Toxic  Shock 
Syndrome 

1 

1 

1 

Polk 

Tuberculosis 
total  ill 

3 

3 

5 

Polk,  Scott,  Webster 

bact.  pos. 

2 

2 

2 

Polk,  Scott 

Typhoid  Fever 

0 

0 

0 

Venereal  diseases 
Gonorrhea 

188 

188 

265 

Scattered 

Chlamydia 

177 

177 

252 

Scattered 

Syphilis 

1 

1 

1 

Clinton 

Other  Non-Reportable  Diseases:  Guillian-Barre  Syndrome  — 1, 
Benton. 
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About  Iowa  Physicians 


Dr.  Ronnie  Hawkins  recently  began  medical 
practice  at  Mercy-Campus  Medical  Clinic,  Des 
Moines.  Dr.  Hawkins  has  been  practicing  in 
the  Des  Moines  area  since  1983.  Dr.  Douglas 
H.  McNeill  has  joined  the  staff  at  Keokuk 
County  Medical  Clinic.  Dr.  McNeill  received 
the  M.D.  degree  at  Columbia  University  Col- 
lege of  Physicians  and  Surgeons  in  New  York 
City  and  has  been  teaching  and  practicing 
medicine  for  15  years.  Drs.  Cam  Campbell, 
James  Feeley  and  Ann  Goodenberger  have 
joined  the  Internal  Medicine  Towncrest  and 
the  Mercy  Medical  staff  in  Iowa  City.  Dr. 
Campbell  received  the  M.D.  degree  at  the  Uni- 
versity of  Southern  California  School  of  Med- 


icine, Los  Angeles  and  recently  completed  a 
fellowship  in  cardiology  at  the  U.  of  I.  College 
of  Medicine.  Dr.  Feeley  received  the  M.D.  de- 
gree at  the  University  of  Illinois-Chicago  Med- 
ical School  and  recently  completed  a fellow- 
ship at  the  U.  of  I.  College  of  Medicine.  Dr. 
Goodenberger  received  the  M.D.  degree  at  the 
U.  of  I.  College  of  Medicine.  Prior  to  joining 
the  Internal  Medicine  Towncrest  group,  Dr. 
Goodenberger  practiced  medicine  in  Tacoma, 
Washington  and  Bakersfield,  California.  Dr. 
Roswell  M.  Johnston  has  joined  Dr.  John  R. 
Walker  and  Dr.  James  E.  Crouse  in  the  prac- 
tice of  orthopedic  surgery  in  Waterloo.  Dr. 
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Clay  Adams 


QBCZ 


Hematology  results  as  easy  as 
a spun  hematocrit 


7 minutes  to  results... fast  and  easy 

► Collect  fingerstick  or  venous  sample 

► Centrifuge  sample  in  QBC®  tube  for  5 minutes 

► Insert  tube  in  QBC  II  and  read  results  on  digital  display 

7 important  blood  parameters 


Hawkeye  Medical  Supply,  Inc. 

HOME  OFFICE:  225  E PRENTISS  STREET,  IOWA  CITY,  IA  52244  (319)  337-3121  IOWA  WATS 

BRANCH  OFFICE:  7212  UNIVERSITY  AVE.,  DES  MOINES,  IA  50311  (515)  274-4015  1-800-272-6441 

'After  the  sale  . . . it's  the  SERVICE  that  counts." 
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Johnston  received  the  D.O.  degree  at  the  Uni- 
versity of  Health  Sciences,  College  of  Osteo- 
pathic Medicine  in  Kansas  City,  Missouri.  He 
was  Chief  of  Orthopedics  at  Clark  Air  Force 
Base  in  the  Philippines  and  at  the  Air  Force 
Academy  before  joining  the  Waterloo  practice. 


Dr.  Dave  Van  Gorp  has  joined  the  hospital 
staff  in  Orange  City.  Dr.  Van  Gorp  received 
the  M.D.  degree  from  the  U.  of  I.  College  of 
Medicine  and  is  a family  practice  specialist. 
Prior  to  moving  to  Orange  City,  Dr.  Van  Gorp 
practiced  medicine  at  the  Buena  Vista  Clinic 
in  Storm  Lake.  Dr.  Milton  F.  Austin  has  joined 
Dr.  Wilson  Davis  and  Dr.  Thomas  Hakes  at 
Internal  Medicine  of  Keokuk,  P.C.  Dr.  Austin 
received  the  M.D.  degree  from  Yale  University 
School  of  Medicine,  New  Haven,  Connecticut 
and  completed  his  residency  in  internal  med- 
icine with  the  University  of  Chicago  Hospitals 
and  Clinics.  Prior  to  joining  the  practice  in 
Keokuk,  Dr.  Austin  was  associated  with  Gen- 
eral Internal  Medicine  at  the  NorthCare  Med- 
ical Group  in  Evanston,  Illinois. 


Deaths 


Dr.  Robert  C.  Hardin,  74,  Iowa  City,  died  Jan- 
uary 2,  at  U.  of  I.  Hospitals.  Dr.  Hardin  was 
a former  dean  of  the  U.  of  I.  College  of  Med- 
icine and  vice-president  for  Health  Affairs.  He 
received  the  M.D.  degree  from  the  U.  of  I.  and 
retired  as  professor  of  internal  medicine  and 
dean  emeritus.  Dr.  Hardin  was  a recipient  of 
the  Distinguished  Alumni  Achievement  Award 
— the  highest  honor  bestowed  by  the  Uni- 
versity. 

Dr.  Aileen  E.  Mathiasen-Sciortino,  71,  Coun- 
cil Bluffs,  died  January  6,  at  a local  hospital. 
Dr.  Mathiasen-Sciortino  received  the  M.D.  de- 
gree from  Creighton  University  School  of 
Medicine  in  Omaha,  Nebraska  and  interned 
at  Mercy  Hospital  in  Des  Moines.  She  prac- 
ticed medicine  at  the  Cogley  Clinic  in  Council 
Bluffs  and  was  the  first  woman  doctor  elected 
president  of  Mercy  Hospital,  also  in  Council 
Bluffs. 


Just  as  the  human  heart  controls  the  functions  of  the  body, 

effective  management  is  the  heart  of  an  efficient  medical  office. 

To  make  the  heart  of  your  office  stronger,  healthier, 
give  it  a dose  of  SOFTACTICS. 

What  is/who  are  SOFTACTICS? 

A company  made  up  of  individuals  who  make  it  their  business  to  know  exactly  what  your  medical  office 
needs.  It  is  and  they  are  a professional  computer  software  firm  with  the  ability  and  equipment  to  design 
and  develop  software  that  is  among  the  most  technologically  advanced  on  the  market  today.  Software  customized 
to  fit  your  medical  office’s  special  management  requirements.  Affordable  software.  Software  that  handles 
insurance  claims,  patient  scheduling  and  billing,  general  ledger,  accounts  payable,  and  payroll  — all  fast 
and  accurately. 

For  more  information,  call  SOFTACTICS  today. 

1200  35TH  STREET 

^ SUITE  208 

WEST  DES  MOINES.  IOWA  50265 
(515)  224-4565 
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OPHTHALMOLOGY 


WOLFE  CLINIC,  P.C. 

OTIS  D.  WOLFE,  M.D. 

RUSSELL  H.  WATT,  M.D. 

JOHN  M.  GRAETHER,  M.D. 

RUSSELL  R.  WIDNER,  M.D. 

GILBERT  W.  HARRIS,  M.D. 

JAMES  A.  DAVISON,  M.D. 

NORMAN  F.  WOODLIEF,  M.D. 

ERIC  W.  BLIGARD,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/754-6200 
SATELLITE  OFFICES: 

4800  WESTOWN  PARKWAY  REGENCY  #3 
WEST  DES  MOINES  50265 
515/223-8685 

300  SOUTH  KENYON  ROAD 
FORT  DODGE  50501 
515/576-7777 

516  SOUTH  DIVISION  STREET 
CEDAR  FALLS  50613 
319/277-0103 


OPHTHALMIC  ASSOCIATES,  P.C. 
ROBERT  D.  WHINERY,  M.D. 
STEPHEN  H.  WOLKEN,  M.D. 
ROBERT  B.  GOFFSTEIN,  M.D. 
LYSE  S.  STRNAD,  M.D. 

2409  TOWNCREST  DR. 

IOWA  CITY  52240 
319/338-3623 


NORTH  IOWA  EYE  CLINIC,  P.C. 
ADDISON  W.  BROWN,  JR.,  M.D. 
MICHAEL  L.  LONG,  M.D. 
BRADLEY  L.  ISAAK,  M.D. 

3121  4TH  STREET,  S.W. 

P.O.  BOX  1877 
MASON  CITY  50401 
515/423-8861 


GENE  E.  MEGER,  M.D. 

ROBERT  R.  KELLER,  M.D. 

853  SECOND  AVENUE,  S.E. 

CEDAR  RAPIDS  52403 
319/365-7535 

PRACTICE  LIMITED  TO  OPHTHALMOLOGY 


OTOLARYNGOLOGY 


DUBUQUE  OTOLARYNGOLOGY  SERVICE,  P.C. 
THOMAS  J.  BENDA,  M.D. 

JAMES  W.  WHITE,  M.D. 

CRAIG  C.  HERTHER,  M.D. 

310  NORTH  GRANDVIEW 
DUBUQUE  52001 
319/588-0506 


IOWA  HEAD  AND  NECK  ASSOCIATES,  P.C. 
ROBERT  T.  BROWN,  M.D. 

EUGENE  PETERSON,  M.D. 

RICHARD  B.  MERRICK,  M.D. 

3901  1NGERSOLL 
DES  MOINES  50312 
515/274-9135 


OTO.  — HEAD  & NECK  SURGICAL 
ASSOCIATES,  P.C. 

THOMAS  A.  ERICSON,  M.D. 

STEVEN  R.  HERWIG,  D.O. 

1215  PLEASANT,  SUITE  408 
DES  MOINES  50309 
515/283-5780 
1/800/248-4443 

EAR,  NOSE  AND  THROAT  SURGERY, 
FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 


WOLFE  CLINIC,  P.C. 

MICHAEL  W.  HILL,  M.D. 

DANIEL  J.  BLUM,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1566 
WOLFE  CLINIC,  P.C. 

4800  WESTOWN  PARKWAY  REGENCY  #3 
WEST  DES  MOINES  50265 
515/223-8685 

OTOLARYNGOLOGY-HEAD  AND  NECK 
SURGERY,  FACIAL  PLASTIC  SURGERY, 
ALLERGY 


PHILLIP  A.  LINQUIST,  D.O.,  P.C. 

1000  ILLINOIS 
DES  MOINES  50314 
515/244-5225 

EAR,  NOSE  AND  THROAT  SURGERY, 
FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 


ROBERT  G.  SMITS,  M.D.,  P.C. 

MERCY  MEDICAL  PLAZA 
421  LAUREL,  SUITE  402 
DES  MOINES  50314 
515/244-8152 
1/800/622-0002 

EAR,  NOSE  AND  THROAT  SURGERY, 

FACIAL  PLASTIC  SURGERY  AND  HEAD  AND 
NECK  SURGERY 


EASTERN  IOWA  HEAD  & NECK  SURGERY,  P.C. 
JAMES  E.  SPODEN,  M.D.,  F.A.C.S. 

1030  5TH  AVENUE,  S.E.,  SUITE  2000 
CEDAR  RAPIDS  52403 
319/365-3883 


PATHOLOGY 


LABORATORY  OF  CLINICAL  MEDICINE 
ORLYN  ENGELSTAD,  M.D. 

L.  JEFF  RISSMAN,  M.D. 

1150  SIXTH  AVENUE 
DES  MOINES  50314 
515/244-5075 
CLINICAL  CHEMISTRY, 
RADIOIMMUNOASSAY, 
MICROBIOLOGY,  CYTOPATHOLOGY, 
HEMATOLOGY  AND  SURGICAL 
PATHOLOGY 

CLINICAL  LABORATORIES 

GERALD  WEDEMEYER,  M.D.,  F.C.A.P. 

819  LINCOLNWAY 

AMES  50010 

515/233-2316 

CONSULTATION  IN  LABORATORY 
MEDICINE  AND  PATHOLOGY 


PHYSICAL  MEDICINE  & 
REHABILITATION 


PHYSIATRY  ASSOCIATES 
WILLIAM  D.  DEGRAVELLES,  JR.,  M.D. 
CHARLES  F.  DENHART,  M.D. 

MARVIN  M.  HURD,  M.D. 

WILLIAM  C.  KOENIG,  JR.,  M.D. 

KAREN  KIENKER,  M.D. 

MARK  R.  WILSON,  M.D. 

YOUNKER  MEMORIAL  REHABILITATION 
CENTER 

IOWA  METHODIST  MEDICAL  CENTER 
1200  PLEASANT 
DES  MOINES  50308 


PSYCHIATRY 


CAVALL1N  AND  ASSOCIATES,  P.C. 

HECTOR  W.  CAVALLIN,  M.D. 

1301  PENNSYLVANIA,  SUITE  116 
DES  MOINES  50316 
515/265-1149 

PSYCHIATRIC  AND  PSYCHOLOGICAL  SERV- 
ICES FOR  ADULTS,  ADOLESCENTS,  CHIL- 
DREN AND  INFANTS 


PULMONARY  MEDICINE 


CHEST,  INFECTIOUS  DISEASES  & 
ASSOCIATES,  P.C. 

ROGER  T.  LIU,  M.D. 

STEVEN  G.  BERRY,  M.D. 
DONALD  L.  BURROWS,  M.D. 
MICHAEL  WITTE,  D.O. 
PULMONARY  DISEASES 
1000  SEVENTY-THIRD  STREET 
SUITE  #3,  WESTGATE  PLAZA 
DES  MOINES  50311 
24  HOUR  515/224-1777 


SURGERY 


JOHN  G.  GANSKE,  M.D. 

1301  PENNSYLVANIA,  SUITE  312 
DES  MOINES  50316 
515/266-6558 

PLASTIC,  RECONSTRUCTIVE  AND 
HAND  SURGERY 


A.  B.  GRUNDBERG,  M.D. 

1440  PLEASANT 
DES  MOINES  50309 
515/288-5759 

ORTHOPAEDIC  SURGERY,  SURGERY  OF 
THE  HAND 


PLASTIC  SURGERY  INSTITUTE,  P.C. 
JAMES  O.  STALLINGS,  M.D. 

528  UNIVAC  BUILDING 
1025  ASHWORTH  ROAD 
WEST  DES  MOINES  50265 
515/225-7107 

Telephone  answered  day  or  night 

AESTHETIC  PLASTIC  SURGERY, 
RECONSTRUCTIVE  PLASTIC  SURGERY, 
SURGERY  OF  THE  HAND, 
MICROVASCULAR  PLASTIC  SURGERY 


SINESIO  MISOL,  M.D. 

1045  FIFTH  STREET 
DES  MOINES  50314 
515/244-7272 

ORTHOPEDIC  SURGERY,  SURGERY  OF 
THE  HAND 


WENDELL  DOWNING,  M.D. 

1212  PLEASANT  STREET,  SUITE  410 
DES  MOINES  50309 
515/283-5767 

DISEASES  AND  SURGERY  OF  THE  COLON 
AND  RECTUM 
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In  the  Public  Interest 


AIDS  Resource  List 


Editor's  Note:  There  are  many  people  and 
agencies  who  serve  as  AIDS  information 
sources.  We  have  listed  only  a few.  For  more 
information,  contact  IMS  headquarters.  Also, 
a new  "AIDS  Iowa  Information  and  Resource 
Manual"  is  available  from  the  Iowa  Depart- 
ment of  Public  Health's  Division  of  Disease 
Prevention. 

American  Foundation  for  AIDS  Research 

900  Wilshire  Blvd.,  2nd  Floor 

Los  Angeles,  CA  90036  213/857-5900 

AIDS  Resource  Center 
235  W.  18th  St. 

New  York,  NY  10011  212/206-1414 

Centers  for  Disease  Control 

AIDS  Activity 

Building  6,  Room  292 

1600  Clifton  Road 

Atlanta,  GA  30333  800/342- AIDS 

American  Red  Cross 
AIDS  Public  Education 
431  18th  St.  NW 

Washington,  D.C.  20006  202/639-319 7 

National  AIDS  Network 
1012  14th  St.  NW 

Washington,  D.C.  20005  202/347-0390 

National  Lesbian  and  Gay  Health  Foundation 
PO  Box  65472 

Washington,  D.C.  20035  202/332-5939 

AIDS  Education  Program 
Iowa  Dept,  of  Public  Health 
Lucas  State  Office  Building 
Des  Moines,  IA  50319  515/281-4938 
AIDS  Hotline:  800/532-3301 


AIDS  Risk  Study,  Univ.  of  Iowa 
Family  Practice  Clinic,  Steiner  Bldg. 
Iowa  City,  IA  52242  319/356-3949 

Central  Iowa  AIDS  Project 
2116  Grand  Ave. 

Des  Moines,  IA  50312 
Carolyn  Scholl:  515/243-7681 

Johnson  County  AIDS  Coal. 

321  East  1st  St. 

Iowa  City,  IA  52240 
Dale  Anthony:  319/337-0661 

Rapid  AIDS  Project 
3601  42nd  St.  NE 
Cedar  Rapids,  IA  52402 
Betsy  Pratt:  319/393-3500 

Quad  Cities  AIDS  Coal. 

605  Main  St.,  Room  224 
Davenport,  IA  52803 
Danette  Simons:  319/326-8618 

AIDS  Coal,  of  NE  Iowa 
2530  University  Ave. 

Waterloo,  IA  50701 
Angie  Turner:  319/234-6831 

AIDS  Coal,  of  Story  Co. 

50  Carver  Hall 

Ames,  IA  50011 

Karen  Frees:  515/294-1663 

Iowa  24-Hr  AIDS  Hotline: 
800/445-2437 
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President's  Privilege 


Making  IMS  Policy 


April  22-24  physicians  from  across  Iowa  will 
gather  in  Des  Moines  for  the  annual  IMS 
Scientific  Session  and  House  of  Delegates 
meeting.  This  event  is  organized  medicine  at 
its  best. 

Those  attending  the  Scientific  Session  will 
learn  about  the  very  latest  advances  in  medical 
technologies  and  treatments.  They  will  ex- 
plore important  health  care  issues  from  new 
perspectives.  They  will  add  to  the  store  of 
knowledge  that  translates  into  high  quality 
medical  care  in  Iowa. 

Physicians  from  every  part  of  Iowa  who 
represent  their  colleagues  in  the  IMS  House 
of  Delegates  will  be  faced  with  the  momentous 
task  of  formulating  IMS  policy  for  the  coming 
year.  They  will  consider  resolutions  submitted 
by  councilor  districts  and  county  medical  so- 
cieties, hear  testimony  and  make  appropriate 
recommendations . 

In  case  you  think  this  is  an  easy  task,  con- 
sider just  a few  of  the  issues  to  be  taken  up 
by  this  year's  House  . . . Medicare  assign- 
ment, peer  review,  AIDS  testing,  HCFA's  re- 
view criteria  and  unified  membership.  Con- 
sider also  that  delegates  must  represent  the 
opinions  of  their  local  peers  and  strike  a del- 
icate balance  for  the  good  of  the  majority.  Add 
to  that  the  fact  that  IMS  policy  is  closely  scru- 
tinized by  public  health  care  policy  makers. 

I take  off  my  hat  to  the  200-plus  physicians 
who  give  their  time  and  energy  to  participate 
in  this  process  and  to  their  colleagues  back 


home  who  are  the  backbone  of  grassroots  IMS 
activity.  These  physicians  and  thousands  be- 
fore them  have  made  the  IMS  a vital  and  well- 
respected  organization. 

I should  also  note  that  this  month's  iowa 
medicine  is,  according  to  tradition,  dedicated 
to  the  University  of  Iowa  College  of  Medicine. 
Even  if  you  did  not  attend  the  University  of 
Iowa,  I believe  you'll  thoroughly  enjoy  this 
glimpse  at  what  medical  education  is  like  to- 
day. You'll  find  that  some  things  have  changed, 
but  others  remain  very  much  the  same. 

I salute  the  physicians  at  the  College  of 
Medicine  who  play  such  an  important  role  in 
delivery  of  health  care  in  Iowa. 
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The  Making  of  a Doctor  — 1 988 


Long  hours  of  reading  are  still  very  much 
part  of  the  process.  So  are  the  first  team 
efforts  in  gross  anatomy  lab,  the  suppressed 
excitement  of  the  operating  room  and  the  ca- 
maraderie that  intensifies  with  each  passing 
year. 

But  learning  to  be  a doctor  today  in  the 
University  of  Iowa  College  of  Medicine  also 
involves  interacting  with  microcomputers 
which  toss  tough  questions  at  the  medical  stu- 
dent. It  means  intense  discussions  in  the  first- 
year  "Human  Dimensions  in  Medicine"  course 
to  help  the  freshman  develop  an  early  per- 
spective about  his  or  her  role  in  medicine. 

How  to  sort,  teach  and  assimilate  the  glut 
of  new  knowledge  pouring  from  laboratories 
and  clinics  is  a major  problem  confronting 
medical  educators  and  students.  New  tech- 
nology intensifies  that  problem  even  as  it  helps 
solve  it. 

Faculty  are  grateful  for  one  constant  in 
their  world  of  rapid  change:  the  willingness  of 
Iowa  practitioners  to  lend  their  experience  and 
skills  to  the  task  of  educating  future  doctors. 
Even  though  Iowa's  College  of  Medicine  is  one 
of  the  nation's  larger  medical  schools  (700  stu- 
dents, 500  full-time  faculty  and  600-plus  resi- 
dents and  fellows  in  training)  the  making  of  a 
doctor  commands  the  best  efforts  of  both  ac- 
ademic and  professional  worlds. 

From  Books  to  Patients 

The  first  3 semesters  of  instruction,  give 
the  new  medical  student  a strong  foundation 
in  basic  sciences  and  a thoughtful  approach  to 
the  field.  Many  students  spend  much  of  the 
summer  between  their  first  and  second  years 
in  an  Iowa  community  hospital  or  at  the  side 
of  practicing  physicians  who  serve  as  their  pre- 
ceptors. 


Photographs  by  Mary  Abboud-Kamps,  Tom  Jorgensen,  Jeff  Meyers, 
Warren  Paris,  Mark  Sitterson  and  Leah  Zipf.  Photo  layout  by  Amy  Roach. 


"Introduction  to  Clinical  Medicine"  fills 
the  fourth  semester.  Students  come  face  to  face 
with  patient  care,  learning  the  skills  of  history 
taking  and  physical  examination. 

The  third-year  medical  student  joins  the 
patient  care  team,  participating  in  many  su- 
pervised patient  care  experiences.  Required 
clinical  clerkships  are  internal  medicine  (9 
weeks);  surgery,  pediatrics,  obstetrics  and 
gynecology,  psychiatry  (6  weeks  each);  anes- 
thesia, dermatology,  neurology,  otolaryngol- 
ogy, orthopaedics,  urology  (2  weeks  each)  and 
a family  practice  preceptorship  in  an  Iowa 
community  (2  weeks).  While  most  clinical  ex- 
perience is  gained  in  University  Hospitals  and 
Clinics,  clerkships  may  be  undertaken  in  af- 
filiated hospitals  and  ambulatory  care  centers 
across  Iowa. 

Fourth-year  students  have  many  oppor- 
tunities to  pursue  individual  interests  and  ex- 
perience health  care  in  different  settings.  They 
may  sample  broadly  or  focus  intensely  on  a 
particular  interest.  They  may  pursue  advanced 
courses  in  specialty  areas,  community-based 
clerkships  in  primary  care  or  additional  aca- 
demic work  and  graduate  study  on  or  away 
from  the  campus. 

Future  Faculty 

A handful  of  freshmen  veer  off  into  some- 
what different  schedules,  spending  their  first 
summer  doing  biomedical  research  and  their 

(Please  turn  to  page  160) 


Clockwise  from  upper  right:  Suthee  Thumasathit  (Ml, 
Iowa  City)  studying  for  General  Pathology  course;  Mark 
Jabro  (Ml,  Council  Bluffs)  and  Scott  Smith  (Ml,  Manly) 
in  neuroanatomy  lab;  Carolyn  Bohnke  (M4  '87,  Garner) 
and  husband  Tom  Becker  (M4  '87,  Edina,  Mn.)  await 
their  "Match  Day"  assignments  to  residencies.  Both  are 
in  their  first  year  of  residency  at  Indiana  University 
Medical  Center,  Indianapolis,  Ind.  Bohnke  is  a resident  in 
obstetrics  and  gynecology  and  Becker  is  a resident  in 
pediatrics.  Kenny  Hammer  opens  wide  for  Brian  Burnikel 
(M2,  Cresco)  to  examine  his  throat;  David  Moore  (M4, 
Iowa  City)  in  VA  Medical  Center  laboratory. 
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OPPOSITE  PAGE,  clockwise  from  upper  left:  M2s  Jon 
Dankle  (Clear  Lake)  and  Michael  Martinez  (Altadena, 
Calif.)  browse  in  the  medical  student  bookstore,  Medical 
Laboratories  Building;  Melinda  Smith  (M4,  Muscatine) 
checks  her  patient's  X-rays;  this  CT-scanner  is  only  one 
of  several  state-of-the-art  imaging  devices  with  which 
today's  medical  students  become  familiar  during  their 
clinical  services  in  University  Hospitals;  Cynthia 
Grosskreutz  (M5G,  Shawnee  Mission,  Kan.)  is  one  of  50 
students  in  Iowa's  combined  M.D./Ph.D.  program  and 
John  Tsuang  (M4  '87,  Iowa  City)  is  amused  at  his  date's 
deep  "dip"  during  the  annual  Medical  Student  Waltz. 
Tsuang  is  in  his  first  year  of  a psychiatry  residency  at 
Stony  Brook  Teaching  Hospitals,  Stony  Brook,  N.Y. 

THIS  PAGE,  clockwise  from  upper  left:  M2s  Joe  Ofstedal 
(Iowa  City),  Jim  Wentzien  (Fort  Madison),  Wendi  Harris 
(Ames)  and  Linda  Madson  (Fort  Dodge)  lay  out  the  next 
issue  of  Vital  Signs,  the  medical  student  newspaper;  Matt 
Jiminez  (M3,  Salt  Lake  City,  Utah)  finds  still  more 
reading  to  do  during  one  of  the  several  visits  he  makes 
each  day  to  the  student  mailroom;  David  Moore  (A4, 
Iowa  City)  examines  patient  James  Summy  at  the 
Veterans  Administration  Medical  Center,  Iowa  City; 
bedside  education  concerning  arthritis  involves  (from 
left)  Nils  Erickson,  M.D.,  fellow;  Jane  Morgan,  M.D., 
clinical  associate;  Roderick  Smith,  M4,  Jackson,  Miss.; 
Suha  Hajjar,  M4,  American  University  of  Beirut;  Victor 
Sokol,  patient;  and  M.  Paul  Strottman,  M.D.,  associate 
professor  of  internal  medicine. 
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Clockwise  from  upper  left:  Anne  Duffy  (Ml,  West  Des 
Moines)  studies  in  Health  Science  Library;  Tamara  Abbas 
(M3,  Coralville)  uses  a new  interactive  videodisc  teaching 
program  to  help  her  learn  about  assessing  neuromotor 
dysfunction  in  infants;  Matt  Jiminez  (M3,  Salt  Lake  City, 
Utah)  scrubs  for  the  operating  room,  part  of  his 
orthopaedic  surgery  rotation;  preparing  to  practice 
gynecologic  procedures  on  simulated  patient  Deb 
Pearson  are  (left  to  right)  Mary  Porter  (teacher/patient 
advocate);  Rita  Lewis  (M2,  Chicago);  Jim  VanRhee  (PA 
student,  Grand  Rapids,  Mich.);  Cory  Dietz  (M2, 
Maquoketa)  and  Todd  Johnson  (M2,  Humboldt). 


(Continued  from  page  156) 

second  summer  in  clinical  clerkships.  These  are  the  enrollees  in 
the  Medical  Scientist  Training  Program,  which  prepares  highly 
qualified  individuals  for  careers  in  academic  medicine.  They'll  earn 
M.D.  and  Ph.D.  degrees  during  6-7  years  in  Iowa's  MSTP  program. 

Throughout  their  clinical  experiences,  undergraduate  students 
learn  from  residents,  and  negotiating  for  residency  appointments 
is  a significant  activity  in  the  senior  year.  “Match  Day"  in  late  March 
brings  word  of  where  they  will  take  residency  training.  A key 
indicator  of  the  high  regard  for  Iowa  medical  education  is  the  fact 
that,  every  year,  about  two-thirds  of  its  graduates  match  with  their 
first  choice  of  residency  programs  and  85%  are  awarded  one  of 
their  first  3 choices. 

On  the  preceding  pages,  the  camera  catches  a few  of  the  many 
aspects  of  medical  education  at  Iowa  today. 
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Learning  to  Interact 

With  Colleagues  — Statewide! 


PAUL  M.  SEEBOHM,  M.D. 

CHARLES  E.  DRISCOLL,  M.D. 

Iowa  City,  Iowa 

INTRODUCTION : When  they  come  to  the 
staff  dining  room  July  1 for  the  first  of  several 
hundred  breakfasts  they'll  eat  at  University  Hos- 
pitals during  the  next  2 to  5 years,  incoming  res- 
idents are  very  aware  they're  taking  another  big  step 
on  the  road  to  becoming  the  kind  of  doctors  they 
want  to  be. 

Some  already  "know  the  territory,"  having  trod 
hundreds  of  miles  up  and  down  those  same  corridors 
while  progressing  from  freshman  to  senior  status 
in  the  University  of  Iowa  College  of  Medicine.  But 
most  of  the  residents  will  be  finding  their  way  in  a 
new  environment,  one  that  probably  differs  from  the 
teaching  hospitals  and  medical  schools  from  which 
they  just  graduated,  or  the  practices  they  left  to 
pursue  new  specialties. 

At  that  July  1 breakfast  they  will  meet  their 
counterparts  in  other  departments  and  department 
heads  and  House  Staff  Affairs  administrators.  They'll 
be  welcomed,  informed,  cautioned,  encouraged,  in- 
spired. 

And  they  will  be  introduced  to  one  of  the  most 
basic  precepts  by  which  they  must  practice:  com- 
municate with  the  colleagues  who  refer  pa- 
tients to  you. 

This  principle  has  been  laid  down  at  perhaps 
the  last  10  Housestaff  Welcoming  Breakfasts  by  Paul 
M.  Seebohm,  M.D.,  senior  faculty  member  and  ad- 
ministrator whose  sincerity  and  wisdom  have  earned 
him  the  respect  of  the  entire  profession.  An  intern- 
ist-allergist who  is  Advisor  to  the  Dean  of  the  UI 


College  of  Medicine,  Dr.  Seebohm  retired  recently 
from  the  Executive  Associate  Deanship  after  serving 
in  that  position  16  years.  A former  president  of  the 
Iowa  Medical  Society,  he  has  helped  the  profession 
interface  with  a variety  of  lay  and  political  interests 
through  service  on  the  State  Board  of  Health,  the 
Iowa  Health  Systems  Agency,  Iowa  Foundation  for 
Medical  Care,  the  Governor's  Advisory  Committee 
on  Organ  Transplants  and,  currently,  the  Health 
Policy  Corporation  of  Iowa. 

In  addition  to  College  of  Medicine  faculty 
members,  Iowa  has  about  3,000  practicing  physi- 
cians — over  half  of  whom  graduated  from  the  Col- 
lege or  took  their  residency  training  in  University 
Hospitals.  Dr.  Seebohm  estimates  "about  half"  of 
these  have  heard  his  now-traditional  "Intraprofes- 
sional  Relations"  comments  at  the  Housestaff  Wel- 
coming Breakfasts. 

Dr.  Seebohm's  annual  remarks  are  reprinted 
here.  Following  those  comments,  Charles  E. 
Driscoll,  M.D.,  head  of  the  UI  Department  of 
Family  Practice,  discusses  the  need  for  refer- 
ring physicians  across  Iowa  to  effectively  com- 
municate with  physicians  to  whom  referrals 
are  made. 


In  today's  medical  climate,  patients  with 
significant  diseases  are  certain  to  see  more 
than  one  physician. 

In  this  hospital,  that  is  just  about  every 
patient.  All  your  patients  will  have  at  least  one 
other  physician  — the  one  who  referred  them 
here  to  you. 

Transferring  patients  between  physicians 
is  a risky  business  for  the  patient  if  the  phy- 
sicians do  not  communicate  with  each  other. 
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Iowa  has  about  3,000  physicians  in  addi- 
tion to  those  here  at  the  Health  Center.  More 
than  half  of  them  graduated  from  the  Univer- 
sity of  Iowa  College  of  Medicine  and/or  had 
residency  training  in  University  Hospitals. 
More  than  2,000  of  those  Iowa  physicians  are 
specialty  board  certified. 

Most  of  the  time  when  they  refer  a patient 
to  University  Hospitals,  they  want  help.  Eighty 
percent  of  the  patients  are  referred  here  at  the 
choice  of  the  doctor,  or  the  patients  them- 
selves. They  could  go  elsewhere. 

It  is  important  in  the  practice  of  medicine 
to  know  your  professional  colleagues.  In  your 
residency,  you  will  have  referrals  from 
hundreds  of  physicians  and  will  refer  patients 


"It  is  important  in  the  practice  of  med- 
icine to  know  your  professional  col- 
leagues." 


back  to  a similar  number.  Obviously,  you  can- 
not establish  a personal  relationship  with  all 
of  them  all  at  once,  but  each  patient  provides 
an  opportunity  for  making  at  least  one  phy- 
sician contact. 

Learn  the  names  of  the  referring  physi- 
cians and  refer  to  them  by  name  when  talking 
with  their  patients. 

Call  them  if  you  need  additional  clinical 
information  not  available  from  the  patient  or 
the  referring  note. 

In  talking  with  patients  about  their  im- 
mediate past  treatment  prior  to  admission,  ask 
what  the  physician  did  and  not  why.  Be  aware 
of  the  fact  that  disease  changes  with  time,  and 
your  findings  may  be  quite  different  from  those 
of  the  referring  physician  who  last  saw  the 
patient  hours,  days  or  even  weeks  before  the 
patient  arrived  here. 

After  the  patient  is  admitted,  keep  the  re- 
ferring physician  informed.  If  major  changes 
have  taken  place  in  the  patient's  condition, 
unusual  procedures  and  operations  are  sched- 
uled or  the  patient  is  transferred  to  another 
service,  call  the  patient's  physician  and  tell  him 
or  her  about  it.  Often  the  patient's  relatives 
are  at  home  and  turn  to  their  physician  for 
status  reports  from  the  University  Hospitals. 

Finally,  when  the  patient  is  discharged, 
get  word  to  the  referring  physician  as  soon  as 
possible. 


Before  a comprehensive  summary  is  com- 
pleted, send  the  physician: 

• A handwritten  note  listing  drugs  pre- 
scribed, or 

• A short  handwritten  letter  stating  find- 
ings and  diagnosis,  or 

• Make  a phone  call,  or 

• Do  all  three. 

When  we  adopted  the  "Guiding  Princi- 
ples of  Intraprofessional  Conduct  at  Univer- 
sity Hospitals  and  Clinics"  in  1976,  we  said  we 
would  carry  out  evaluative  surveys.  These  have 
been  done.  In  general  there  has  been  overall 
approval  of  the  service  rendered  by  the  hos- 
pital and  medical  staff.  There  are,  however, 
some  negative  comments. 

Our  physicians  are  still  perceived  by  some 
community  physicians  as: 

• Belittling  them  in  front  of  their  patients 

• Indifferent  about  keeping  them  in- 
formed when  their  patient's  condition  changes 
while  they  are  here  or  are  transferred  to  other 
services 

• Lax  in  sending  timely  discharge  letters 

Another  issue  relates  to  some  of  the  new 
alternate  health  care  systems  (PPOs,  HMOs, 
and  IPAs)  with  whom  we  have  consultative 
arrangements. 

Physicians  in  prepaid  care  plans  are  at  fi- 
nancial risk  when  they  refer  patients  outside 
their  plan  for  specialized  care  not  provided  by 
physicians  in  the  plan. 

When  they  refer  a patient  here  it  is  usually 
for  a specific  reason  often  limited  to  one  body 
system. 

They  complain  that  we  are  inclined  to  over- 
investigate and  over-consult  with  our  col- 
leagues about  the  problem. 

Whether  this  complaint  is  valid  or  not  in 
any  case  I cannot  say.  It  certainly  is  not  the 
rule. 

However,  the  remedy  for  the  problem  is 
COMMUNICATION  — call  the  referring  phy- 
sician and  explain  why  you  feel  you  need  to 
go  beyond  answering  the  referring  physician's 
question. 

Physicians  sometimes  complain  that  their 
patients  are  referred  back  to  other  doctors  in 
the  community.  This  should  never  happen!  If 
a local  referral  within  the  patient's  community 
is  medically  indicated,  call  the  referring  doctor 
and  recommend  that  he  or  she  initiate  the  re- 
ferral and  give  your  reason. 


162  / Iowa  Medicine 


For  instance,  it  may  seem  highly  desirable 
to  get  a patient  into  one  of  our  Shared  Man- 
agement programs  such  as  the  hemophiliac  or 
the  oncology  programs.  This  would  be  a med- 
ically sound  reason  for  requesting  such  a re- 
ferral. 

In  conclusion,  let  me  remind  you  we  are 
a very  large  group.  In  order  to  effectively  in- 
tegrate our  medical  practice  with  that  of  the 
medical  community  of  Iowa,  we  need  the  help 
of  each  of  you  to  personalize  your  communi- 
cations as  you  go  about  your  daily  patient  care 
duties.  It  will  help  the  quality  of  care  provided 
your  patients.  It  will  help  the  image  of  our 
medical  center  — remember,  one  person's  ac- 
tion (either  good  or  bad)  reflects  on  us  all. 
Lastly,  it  will  help  prepare  you  to  cope  with 
the  realities  of  interacting  with  other  physi- 
cians in  the  treatment  of  patients  when  you 
enter  practice.  — Paul  M.  Seebohm,  M.D.,  Iowa 
City,  Iowa 


On  the  Other  Hand  . . . 

Doctor-Doctor 
Communication : 

A Two-Way  Street 


When  doctors  refer  their  patients,  they 
need  to  communicate  clearly  and 
promptly  with  those  to  whom  the  re- 
ferrals are  made,  says  one  Iowan  in  a 
unique  position  to  know. 


My  colleagues  and  i have  proved  it  cuts 
both  ways  — if  we  want  to  hear  from 
the  specialists  to  whom  we've  referred  our  pa- 
tients, we've  got  to  tell  them  what  we  know 
about  those  patients  and  what  we  think  they 
should  look  for. 

Last  fall  we  took  a good  look  at  our  own 
procedures.  We  first  checked  to  see  if  consul- 
tation results  had  returned  to  the  charts  of  pa- 
tients we  had  referred  for  consultation  the  pre- 


vious summer.  When  we  found  that  only  76% 
of  those  charts  contained  any  information  re- 
turned about  the  consultation,  we  dug  a little 
deeper  to  be  sure  our  office  had  sent  a specific 
consultation  request  to  the  specialist. 


" When  inter-physician  communica- 
tions are  lacking,  we  put  each  other 
unnecessarily  at  risk  for  malpractice 
suits." 


We  were  chagrined  to  discover  that  only 
66%  of  the  patients  had  a consult  request,  let- 
ter or  chart  material  sent  before  they  were  seen 
by  the  specialist. 

This  problem  is  not  unique  to  our  office, 
according  to  specialty  colleagues  at  the  Uni- 
versity and  Mercy  Hospitals. 

All  of  us  simply  must  do  better  with  inter- 
physician communications  to  help  reduce  and 
eliminate  such  problems  as  unnecessary  cost, 
duplication  of  procedures  with  the  additional 
risk  to  the  patient,  ineffective  continuity  of  care 
and  inappropriate  treatments  that  could  have 
been  prevented. 

When  inter-physician  communications  are 
lacking,  we  put  each  other  unnecessarily  at 
risk  for  malpractice  suits. 

The  American  Academy  of  Family  Phy- 
sicians Consultation  Request  Form  is  one  of 
the  most  useful  tools  available  and  can  be  en- 
thusiastically recommended  for  use  with  every 
patient  sent  for  consultation  or  referral.  This 
3-part  carbonless,  single-page  form  can  be  most 
helpful  to  the  patient's  own  doctor  and  the 
physician  to  whom  the  patient  is  being  re- 
ferred. 

Besides  providing  pertinent  history,  exam 
and  lab  findings,  the  AAFP  form  tells  the  con- 
sultant what  you  want  done.  It  brings  the  con- 
sultant's report  back  to  you,  while  its  second 
and  third  copies  provide  the  record  for  the 
consultant's  report  and  your  own  record  that 
information  was  sent  to  the  consultant. 

Simple  though  it  sounds,  this  one-page 
form  can  create  a lot  of  positive  happenings 
for  the  referring  physician/patient/specialist 
team  simply  by  helping  them  communicate 
clearly  and  on  a timely  basis.  And  isn't  that 
really  the  name  of  the  game?  — Charles  E. 
Driscoll,  M.D.,  Iowa  City,  Iowa 
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Gallstone  Lithotripsy: 

A Promising  New  Therapy 


ROBERT  W.  SUMMERS,  M.D. 
JAMES  W.  MAHER,  M.D. 

Iowa  City,  Iowa 


Physicians  at  the  University  of  Iowa 
Hospitals  and  Clinics  are  exploring  new 
therapeutic  approaches  to  treating  gall- 
stones. The  authors  discuss  successful 
treatment  of  gallbladder  and  common 
duct  stones  using  lithotripsy  and  other 
technologies. 


SURGICAL  REMOVAL  OF  THE  GALLBLADDER  is 
the  accepted  form  of  therapy  for  symp- 
tomatic gallstones.  The  procedure  is  effective 
in  permanently  relieving  the  problem  in  over 
95%  of  patients  and  the  overall  mortality  is  less 
than  1%. 

In  the  60's  and  70's,  our  understanding  of 
the  pathophysiology  of  gallstone  disease  ad- 
vanced greatly  when  the  physical  chemistry  of 
cholesterol  solubility  was  elucidated.  These 
studies  eventually  led  to  therapeutic  trials  of 
bile  salts  such  as  chenodeoxycholic  (CDCA) 
and  ursodeoxycholic  (UDCA)  acid  to  dissolve 
cholesterol  stones.  Bile  salts  were  effective  and 
safe,  but  achieved  stone  dissolution  in  such 


The  authors  practice  in  the  Center  for  Digestive  Diseases,  Depts.  of 
Internal  Medicine  and  Surgery,  University  of  Iowa  Hospitals  and  Clinics, 
Iowa  City. 


low  percentages  that  this  approach  never 
achieved  widespread  acceptance. 

New  and  exciting  therapeutic  approaches 
to  gallstone  disease  are  being  explored.  Extra- 
corporeal lithotripsy  was  first  applied  to  the 
treatment  of  kidney  stones  and  has  now  be- 
come the  treatment  of  choice.  Shock  waves  are 
generated  by  an  electrode,  focused  by  an  el- 
liptical reflector  and  directed  through  water 
and  the  body  surface  to  the  stone.  The  result- 
ant "shock"  fractures  the  stone. 

The  same  technology  has  now  been  suc- 
cessfully applied  to  gallbladder  and  common 
duct  stones.  The  new  gallstone  lithotripter  has 
undergone  several  modifications:  the  water 
bath  has  been  replaced  by  a water  cushion  and 
gallstone  localization  is  accomplished  by  an  in- 
line ultrasound  device  rather  than  bi-plane  ra- 
diography. General  anesthesia  is  no  longer 
necessary.  The  procedure  can  be  performed 
with  mild  intravenous  sedation  and  analgesia. 


"In  April  of  1988,  the  new  gallstone 
lithotripter  will  be  installed  in  the  Cen- 
ter for  Digestive  Diseases  at  University 
of  Iowa  Hospitals  and  Clinics  and 
staffed  as  a multi-disciplinary  unit  by 
the  Departments  of  Surgery  and  Inter- 
nal Medicine." 


Positioning  of  the  patient  is  facilitated  by  a 
computerized  stone  localization  system.  Initial 
experience  with  the  instrument  in  Germany 
has  been  very  encouraging  in  managing  over 
300  patients  with  gallstones. 
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The  physician,  using  a light  pen,  pinpoints  the  location 
of  the  gallstone  on  the  computer  for  patient  positioning. 
The  computer  then  automatically  positions  the  stone  into 
focus. 


Another  new  approach  to  treating  gall- 
stones is  being  planned  at  the  University  of 
Iowa.  A solvent,  methyl  tert-butyl  ether  will 
be  repeatedly  injected  into  and  withdrawn 
from  the  gallbladder  resulting  in  stone  disso- 
lution. This  procedure,  although  more  inva- 
sive, may  be  an  important  complementary  op- 
tion, especially  for  multiple  stones. 

At  the  University  of  Iowa,  successful 
treatment  of  common  duct  stones  refractory  to 
removal  by  endoscopic  sphincterotomy  has  al- 
ready been  performed  in  10  patients  using  the 
kidney  lithotripter.  In  April  of  1988,  the  new 
gallstone  lithotripter  will  be  installed  in  the 
Center  for  Digestive  Diseases  at  University  of 
Iowa  Hospitals  and  Clinics  and  staffed  as  a 


TABLE  1 

GALLSTONE  STUDY  CRITERIA 


Inclusion  Criteria 


Exclusion  Criteria 


• Symptomatic  cholelithiasis 

• 1 to  3 radiolucent  stones, 
each  < 30  mm  diameter 

• Functioning  gallbladder 
(OCG) 

• Patient  informed  consent 


• Pregnancy  or  pacemaker 

• Allergy  to  contrast 
medium  or  coagulopathy 

• Cysts  or  aneurysms  in  the 
shock  wave  path 

• Common  duct  stone, 
pancreatitis,  cholangitis 

• Anesthesia  risk  IV  or  V 


multi-disciplinary  unit  by  the  Departments  of 
Surgery  and  Internal  Medicine.  This  instru- 
ment will  be  one  of  10  such  units  in  the  United 
States  to  be  tested  under  an  FDA-approved 
protocol.  Such  testing  is  required  to  assure 
safety  and  efficacy  before  similar  units  can  be 
marketed  for  more  widespread  use.  (The  in- 
clusion and  exclusion  criteria  for  the  study  are 
included  in  Table  1.) 

Potential  advantages  of  the  procedure  are 
many.  The  cost  of  the  procedure  should  be 
less  than  cholecystectomy.  The  morbidity  is 
likely  to  be  less  than  with  a surgical  procedure 
and  the  patient  will  not  have  an  incision  or  a 
scar.  The  patient  should  be  pain  free  and  ready 
to  resume  daily  activities  in  a day  or  2.  About 
30%  of  patients  experience  at  least  one  episode 
of  biliary  colic  following  treatment  but  all  are 
symptomatic  beforehand.  One  hundred  per- 
cent of  patients  with  solitary  stones  have  been 
stone  free  at  6 months.  The  incidence  of  re- 
current stones  is  unknown  but  oral  bile  salts 
may  well  play  an  important  therapeutic  role 

(Please  turn  to  page  166) 


MINNESOTA 
SPINE  CENTER 


606  - 24th  Ave  S,  Mpls,  MN 


612-371-6685  1 -800-522-SPINE 


ANNOUNCES 
THE  ASSOCIATION  OF 


WILLIAM  J.  KANE,  M.D.  Ph.D. 

in  the  practice  of  Spine  Surgery 
including  the  cervical  and  lumbar  spine. 
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in  these  patients.  Furthermore,  repeat  litho- 
tripsy can  easily  be  done. 

Clearly  there  are  many  important  ques- 
tions which  must  be  answered  about  the  pro- 
cedure. It  will  almost  certainly  be  more  pleas- 
ant for  the  patient  but  will  it  be  cost  effective 
compared  with  surgical  therapy?  It  appears  to 
be  safe  but  the  full  dimensions  of  the  safety 
factor  are  not  known  and  the  overall  effec- 
tiveness is  not  established.  In  due  course  the 
applications  will  be  broadened  to  treat  a larger 
percentage  of  patients  with  gallstones  but  the 
final  treatable  percentage  is  unknown.  Some 
patients  may  best  be  treated  with  one  modal- 
ity, others  with  another.  Finally,  the  problem 
of  recurrent  stones  must  be  addressed. 

However,  it  looks  as  if  a new  era  is  dawn- 
ing in  the  treatment  of  gallstones,  a malady 
that  affects  about  15  million  Americans.  It  is 
likely  that  several  approaches  will  be  useful  in 
gallstone  management  including  extracorpo- 
real lithotripsy,  MTBE  dissolution  and  tradi- 
tional cholecystectomy.  The  University  of  Iowa 
Center  for  Digestive  Diseases  hopes  to  play  an 
important  role  in  evaluating  these  new  modes 
of  treatment. 


The  Eleventh  Annual 
Black  Hills  Seminar 
on  Advances  in 
Clinical  Pediatrics 

June  22-24,  1988 

Sylvan  Lake  Resort 
Custer,  South  Dakota 

Sponsored  by  the  Department  of  Pediatrics  and 
Adolescent  Medicine 
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John  W.  Eckstein,  M.D. 


Questions  and  Answers 


Private  $ Bol$ter  Medical 
Education  at  Ul 


John  W.  Eckstein,  M.D.,  Dean,  Univer- 
sity of  Iowa  College  of  Medicine,  em- 
phasizes the  role  of  private  giving  in 
maintaining  the  margins  of  excellence 
that  keep  Iowa  at  the  forefront  of  med- 
ical education  and  research. 


Since  it's  a major  unit  of  a state  university,  isn't 
the  Ul  College  of  Medicine  primarily  supported 
from  state-appropriated  funds? 

Legislative  appropriations  provide  only 
11%  of  the  College  of  Medicine  budget.  Stu- 
dent tuition,  high  though  it  seems,  provides 
4.4%.  We  get  another  6.4%  from  recovering 
indirect  costs  incurred  in  conducting  research 
and  training  projects.  Everything  else  comes 
from  2 sources:  the  Medical  Service  Plan  (pa- 
tient fee  income)  which  accounts  for  38%  of 
the  budget;  and  gifts,  grants  and  contracts 
which  provide  the  remaining  40.2%. 

Should  the  state  of  Iowa  take  more  financial 
responsibility  for  educating  doctors  at  its  only 
public  medical  college? 

Yes.  We  have  tried  to  make  that  point  re- 
peatedly, especially  in  recent  years  when  the 
appropriations  increment  of  our  budget  has 


declined  a percentage  point  here,  a fraction  of 
a point  there.  Both  the  Regents  and  the  leg- 
islature have  listened  and  they've  earmarked 
funding  just  for  the  College  of  Medicine  in  the 
last  couple  of  years.  But  it  hasn't  enabled  us 
to  reverse  the  trend. 

So  that's  why  the  College  is  so  receptive  to  con- 
tributions? 

Yes,  and  this  is  a big  factor  in  our  pursuit 
of  research  grants  and  contracts.  We  need  those 
dollars  if  we're  to  meet  our  obligations  to  teach 
undergraduates  and  residents,  maintain  the 
community-based  Family  Practice  Residency 
Program  and  provide  continuing  medical  ed- 
ucation. 

What  sort  of  gifts  does  the  College  of  Medicine 
receive? 

Alumni  class  gifts  provided  about  $50,000 
for  medical  student  aid  last  year.  The  family 
of  a former  faculty  member  underwrote  a vis- 
iting professorship  to  rotate  among  neurology, 
psychiatry  and  neurosurgery.  Civic  and  fra- 
ternal groups  support  a variety  of  research  — 
the  Lions  underwrite  programs  in  ophthal- 
mology and  otolaryngology,  Kiwanis  supports 
Alzheimer's  disease  research  by  our  neurolo- 
gists, the  Eagles  support  heart  and  kidney 
studies.  We're  recruiting  now  for  the  Block 
Professorship  endowed  by  the  Iowa  family  of 
one  of  our  graduates  to  add  a top-flight  cancer 
researcher  to  the  faculty. 

How  can  Iowa  practitioners  be  helpful  in  this 
effort? 

(Please  turn  to  page  170) 
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QUESTIONS  AND  ANSWERS 

(Continued  from  page  169) 


Iowa  practitioners  are  very  helpful  al- 
ready, but  there's  always  room  for  more  on 
this  bandwagon.  Each  year  we  write  to  ask  all 
Iowa  doctors,  most  of  whom  are  alumni,  for 
support  for  the  College  of  Medicine  Devel- 
opment Fund.  They've  pumped  a million  dol- 
lars into  our  programs  over  the  past  5 years. 
Many  physicians  remember  the  College  in  their 
wills  and  frequently  remind  grateful  patients 
what  a fine  thing  it  is  to  help  educate  tomor- 
row's doctors.  Alumni  have  been  especially 
generous  in  funding  professorships  or  re- 
search honoring  beloved  teachers  such  as  I.V. 
Ponseti,  Fred  Blodi,  Maurice  Van  Allen,  Hans 
Ehrenhaft,  Sidney  Ziffren,  Rubin  Flocks  and 
Bill  Keetel. 

Words  alone  can't  thank  the  people  who 
provide  such  gifts.  Their  thanks  must  come 
from  the  knowledge  they're  truly  making  a 
difference  in  the  quality  of  what  we  can  do  for 
our  students. 
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Because  of  the  added  convenience, 
savings  and  confidentiality. 
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Physicians' 
Pharmaceutical 
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Are  you  offering  your  patients  a medi- 
cations service,  or  sending  them  away  to 
just  any  pharmacy? 

When  you  provide  pharmaceutical  ser- 
vices to  your  patients,  you're  providing  one- 
stop  care.  Convenience  is  important  to  your 
patients,  as  well  as  knowing  they're  getting 
exactly  what  you  order . no  substitutes. 

With  Physicians’ Pharmaceutical  Ser- 
vices, Inc.,  you  can  save  your  patients  time 
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want,  improve  your  ability  to  compete  and 
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You  have  more  than  a right  to  otter  this 
service  to  your  patients.  Many  people  feel 
it's  your  obligation  For  a copy  of  the  sur- 
veys conducted,  to  place  an  order,  or  for 
answers  to  your  guestions  concerning  our 
service,  call  toll  free  1-800-258-2828 
In  Des  Moines,  call  515-265-8808. 
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Uncommon  Presentation  of  a 
Common  Infection: 
Mycoplasmal  Pneumonia 


GINA  ADEL,  M.D. 

CHARLES  HELMS,  M.D.,  Ph.D. 
Iowa  City,  Iowa 


Mycoplasmal  pneumonia  is  a common 
cause  of  pneumonia  in  Iowa.  The  au- 
thors describe  an  unusual  case  of  my- 
coplasmal pneumonia/  illustrating  the 
disease  may  be  severe  and  vary  signif- 
icantly from  classically  described  pres- 
entations. 


Mycoplasma  pneumoniae  is  a common 
cause  of  infection  of  the  upper  and 
lower  respiratory  tracts.1  In  closed  populations 
such  as  college  students  and  military  recruits, 
M.  pneumoniae  has  accounted  for  over  50% 
of  the  pneumonias  seen.  In  the  general  pop- 
ulation, the  frequency  of  M.  pneumoniae 
pneumonias  is  closer  to  15%.  In  a serological 
study  of  atypical  pneumonias  seen  in  Iowa  be- 


The  authors  are  internists  from  the  Department  of  Internal  Medicine, 
University  of  Iowa  College  of  Medicine. 


tween  1975  and  1981,  the  frequency  of  M. 
pneumoniae  infection  was  14.1%. 2 

The  incidence  and  frequency  of  M.  pneu- 
moniae pneumonia  is  highest  in  school-age 
children  and  young  adults.1  Data  from  Iowa 
cited  earlier  indicate  that  20%  of  pneumonias 
in  this  age  group  are  associated  with  M.  pneu- 
moniae infection.2 

Clearly,  M.  pneumoniae  is  a common 
cause  of  pneumonia  nationwide  and  in  Iowa. 
Given  its  frequency,  physicians  should  be 
aware  of  its  multiple  clinical  manifestations  to 
speed  diagnosis  and  institution  of  appropriate 
antibiotic  therapy. 

The  following  case  history  is  an  example 
of  an  unusual  presentation  of  M.  pneumoniae 
pneumonia.  It  is  intended  to  show  the  disease 
may  be  severe  and  may  vary  significantly  from 
its  classically  described  presentation. 

Case  Presentation 

A 28-year-old  mother  of  3 from  southern 
Iowa  was  transferred  to  University  of  Iowa 
Hospitals  and  Clinics  (UIHC)  in  July,  1978  be- 
cause of  pneumonia.  Four  days  earlier  she  had 
been  hospitalized  locally  following  3 days  of 
fever  and  chills  and  one  day  of  dry  cough, 
nausea  and  vomiting.  Her  temperature  upon 
admission  was  39°C.  The  WBC  count  was  nor- 
mal with  50%  band  forms.  The  chest  x-ray 
showed  a right  middle  lobe  infiltrate  (Figure 
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1).  Room  air  arterial  blood  gas  determinations 
were  p02  55  TORR,  pC02  28  TORR  and  pH 
7.56.  She  was  given  ampicillin  500  mg  IV  q 4 
hr.  Subsequently,  gentamicin  80  mg  IV  q 8 hr 
was  added.  Compazine  was  used  to  control 
nausea  and  vomiting. 

The  patient  did  not  improve.  Her  cough 
became  productive  and  fever  persisted.  The 
antibiotic  regimen  was  changed  to  erythro- 
mycin 500  mg  IV  q 6 hr  and  penicillin  G 1 
million  units  IV  q 2 hr  and  the  patient  was 
transferred  to  UIHC. 

Additional  history  obtained  upon  transfer 
indicated  the  patient  lived  with  a 9-year-old 
brother  and  45-year-old  mother  who  were  re- 
covering from  protracted  bouts  of  low  grade 
fever  and  cough.  Her  3 children  were  healthy. 
There  were  no  pets.  Her  temperature  was  39°C, 
pulse  90/min,  respiration  30/min  and  blood 
pressure  120/60  mmHg.  The  patient's  affect  was 
flat  and  distinctly  abnormal  according  to  her 
relatives.  She  stared  at  the  ceiling  during  the 
exam  and  responded  slowly,  but  was  alert  and 
oriented.  Rales  were  heard  over  the  right  mid- 
dle lobe.  Nystagmus,  tremors  and  ataxia  were 
felt  secondary  to  cerebellar  dysfunction  by  a 
neurological  consultant  and  not  due  to  the 
compazine  given  at  the  local  hospital. 

The  hematocrit  was  30%,  hemoglobin  9.7 
gm/dl  with  hypochromic  and  microcytic  red 


cell  indices.  The  WBC,  differential  and  platelet 
counts  were  normal.  The  albumin  was  2.7 
g/dl,  LDH  2520  IU/1,  total  bilirubin  1.8  mg/dl, 
GOT  546  IU/1,  and  CPK  351  IU/1.  Cerebrospinal 
fluid  (CSF)  analysis  was  unremarkable.  The 
chest  x-ray  revealed  right  middle  lobe  consol- 
idation with  an  accompanying  pleural  effu- 
sion. The  effusion  fluid  was  exudative  in  char- 
acter with  13,800  WBC  (97%  mononuclear  cells) 
and  a glucose  of  65  mg/dl. 

The  patient  was  treated  with  penicillin  G 
1 million  U IV  q 2 hr  for  4 days.  In  addition, 
she  received  erythromycin,  1.5  gm  IV  daily  for 
6 days  and  then  500  mg  PO  QID  for  2 more 
weeks.  Fever  and  neurological  findings  re- 
solved by  the  fourth  hospital  day  and  she  re- 
covered uneventfully. 

Bacterial  cultures  of  blood,  urine,  sputum, 
CSF  and  pleural  fluid  were  sterile.  Cultures  of 
respiratory  secretions  failed  to  grow  chla- 
mydia or  viruses.  Cold  agglutinins  were  IgM 
class  and  were  reactive  with  I antigen.  Com- 
plement-fixing antibodies  to  the  lipid  antigen 
of  M.  pneumoniae  rose  from  <1:8  acutely  to 
>1:1024  in  convalescence.  Antibody  titers  to  a 
battery  of  other  respiratory  pathogens,  includ- 
ing L.  pneumophila,  C.  psittaci  and  C.  bur- 
netii, were  unchanged.  The  brother's  and 
mother's  convalescent  antibody  titers  to  M. 
pneumoniae  were  1:128  and  1:32,  respectively. 
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Case  Discussion 

This  is  a well-documented  case  of  cold  ag- 
glutinin positive  primary  atypical  pneumonia. 
The  patient  appeared  to  have  acquired  the  dis- 
ease from  her  brother  or  mother  following 
household  exposure.  Such  intrafamilial  spread 
of  M.  pneumoniae  infection  is  characteristic.1 

This  case  differs  from  the  classic  clinical 
presentation  of  M.  pneumoniae  pneumonia  in 
several  aspects.  First,  the  patient's  illness  was 
quite  acute  in  onset  rather  than  the  more  typ- 
ical subacute  presentation.  The  case  was  also 
unusual  because  the  patient  required  hospi- 
talization. Most  cases  of  M.  pneumoniae  pneu- 
monia can  be  treated  on  an  outpatient  basis. 
Cough,  the  hallmark  of  M.  pneumoniae  pneu- 
monia, was  less  prominent  in  this  case.  The 
most  striking  variations  from  the  typical  pres- 
entation, however,  were  the  abnormal  liver 
function  tests,  bizarre  changes  of  affect  and 
cerebellar  findings.  These  findings  suggested 
extrarespiratory  involvement.  The  hypo- 
chromic microcytic  anemia  seen  in  this  young 
menstruating  woman  likely  predated  the  acute 
illness.  The  degree  to  which  a component  of 
hemolysis  secondary  to  the  presence  of  cold 
hemagglutinins  compounded  the  underlying 
iron  deficiency  anemia  is  unclear. 

Acute  Presentation 

While  M.  pneumoniae  infection  of  the 
lower  respiratory  tract  classically  presents  as 
an  indolent  or  "walking"  pneumonia,  there  is 
increasing  evidence  in  the  literature  that  the 
infection  may  present  acutely  and  se- 
verely.345 Illness  of  increased  severity  has 
been  described  in  various  populations  of  hos- 
pitalized patients.  Linz  et  al  described  an  un- 
usual series  of  M.  pneumoniae  pneumonias 
which  required  hospitalization  at  a university 
hospital.5  The  frequencies  of  non-pneumonitic 
and  extrarespiratory  complications  were  each 
remarkably  high  at  about  40%.  Extrarespira- 
tory manifestations  of  M.  pneumoniae  pneu- 
monia have  been  reviewed  recently  and  in- 
clude hemolytic  anemia  and  other  hematologic 
abnormalities,  rashes  of  varying  severity,  neu- 
rological abnormalities,  nephritis,  hepatitis, 
pancreatitis,  arthritis  and  myopericarditis.1 

Given  the  unusual  prominence  of  neu- 
rological manifestations  in  this  case,  a com- 
ment on  neurological  findings  in  mycoplasmal 
pneumonia  is  in  order.  At  least  130  patients 


with  neurological  manifestations  of  M.  pneu- 
moniae infection  have  been  reviewed  by  Cas- 
sell and  Cole.6  Although  respiratory  symp- 
toms were  absent  in  21%  of  cases  reviewed, 
the  great  majority  were  associated  with 
respiratory  illness.  Specific  neurological  ab- 
normalities reported  included  meningitis, 
meningoencephalitis,  ascending  paralysis, 
transverse  myelitis,  peripheral  neuropathy, 
psychosis  and  cerebellar  ataxia.  Recovery  is 
slow  from  these  complications  and  mortality 


" 'Autoantibodies'  capable  of  interact- 
ing with  brain  and  other  human  tissues 
occur  in  the  majority  of  patients  with 
M.  pneumoniae  pneumonia " 


may  be  as  high  as  10.3%.  Approximately  one- 
third  of  patients  with  neurological  complica- 
tions of  M.  pneumoniae  infection  have  per- 
manent residua. 

Several  mechanisms  have  been  postu- 
lated to  account  for  the  neurologic  manifes- 
tations of  M.  pneumoniae  infection.1- 6 "Auto- 
antibodies" capable  of  interacting  with  brain 
and  other  human  tissues  occur  in  the  majority 
of  patients  with  M.  pneumoniae  pneumonia. 
Given  the  frequency  of  these  antibodies  and 
the  infrequency  of  neurological  complications, 
the  etiologic  relationship  of  the  antibodies  to 
neurological  complications  is  not  yet  clear. 

Other  postulated  mechanisms  of  neuro- 
logical damage  include  toxin  production,  di- 
rect microthrombi  formation  and  nonspecific 
cell-mediated  immunity.  There  is  little  or  no 
direct  evidence  to  suggest  these  mechanisms 
are  playing  a role  in  M.  pneumoniae  CNS  dis- 
ease. The  most  compelling  mechanism  pro- 
posed is  that  of  direct  nervous  system  invasion 
by  M.  pneumoniae.  M.  pneumoniae  has  been 
isolated  from  the  cerebrospinal  fluid  of  pa- 
tients with  mycoplasmal  pneumonia  with  pri- 
mary neurological  complications  and  from  pa- 
tients with  primary  neurological  disease 
thought  due  to  the  organism.7 

Diagnostic  Technology 

Diagnosis  in  this  case  was  clearly  retro- 
spective and  could  not  have  been  made  with- 
out the  use  of  serological  techniques.  DNA 
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probe  technology  is  now  available  for  the  acute 
diagnosis  of  M.  pneumoniae  infections  (Gen- 
Probe,  San  Diego,  California).  Using  an  iso- 
topically  labeled  DNA  probe  which  is  comple- 
mentary to  the  ribosomal  RNA  of  M.  pneu- 
moniae, it  is  possible  to  quickly  and  accurately 
diagnose  M.  pneumoniae  disease.  A drawback 
to  DNA  probe  technology  is  that  a facility  must 
be  equipped  to  handle  isotopes.  This  require- 
ment may  limit  application  of  the  technique  in 
smaller  hospitals. 

Antibiotic  therapy  in  this  case  was  initially 
empiric.  The  likely  pathogens  of  pneumonia 
in  a young  adult  include  M.  pneumoniae,  var- 
ious viruses  and  Streptococcus  pneumoniae. 
Erythromycin  is  a reasonable  choice  under 
these  circumstances  for  reasons  discussed  ear- 
lier in  the  Journal.8  Tetracycline  is  also  ac- 
ceptable therapy  in  patients  over  8 years  old, 
when  pregnancy  can  be  excluded  and  when 
pneumococcal  disease  is  unlikely. 

The  efficacy  of  antibiotics  in  treatment  of 
mycoplasmal  pneumonia  has  been  well  estab- 
lished in  placebo-controlled  field  trials  in  closed 
populations.9  Both  erythromycin  and  tetracy- 
cline derivatives  have  been  shown  to  be  effec- 
tive in  reducing  days  of  fever,  hospitalization 
and  radiographic  infiltrate.  The  efficacy  of  an- 
tibiotics in  treating  extrarespiratory  manifes- 
tations of  M.  pneumoniae  infection  has  not 
been  proven. 

In  conclusion,  the  case  history  presented 
in  this  report  is  atypical  of  classic  M.  pneu- 
moniae pneumonia.  Atypical  cases  appear  to 
be  more  prevalent  among  hospitalized  pa- 
tients. The  frequency  of  extrarespiratory  com- 
plications of  M.  pneumoniae  infection  also 
seems  increased  in  hospitalized  patients.  Phy- 
sicians should  be  aware  of  these  unusual  man- 
ifestations of  the  disease. 
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Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees . 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug.  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-ad renergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon ® is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.12  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.1'3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.1  '3'4  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  'k  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon5 1/12  gr.  5.4  mg  in 
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Marion  E.  Alberts,  M.D. 


The  Editor  Comments 


Continuing  the  Tradition 

Along  and  warm  relationship  exists  be- 
tween iowa  medicine  and  the  University 
of  Iowa  College  of  Medicine.  That  relationship 
has  been  enhanced  each  April  by  the  dedica- 
tion of  that  issue  of  iowa  medicine  to  the  Col- 
lege. We  are  pleased  to  continue  that  tradition. 

This  week  I received  the  “1988  Desk  Ref- 
erence Guide  for  Communicating  with  the 
University  of  Iowa  Hospitals  and  Clinics.”  Iowa 
physicians  can  learn  much  about  the  hospitals 
and  clinics  by  studying  this  guide.  There  are 
16  major  departments  of  medical  discipline  and 
subspecialties  of  the  departments  are  numer- 
ous. For  example,  in  the  Department  of  Inter- 
nal Medicine  there  are  13  subdivisions,  in  Pe- 
diatrics 16,  Radiology  14  and  Dentistry  9. 

The  medical  staff  is  large  and  of  high  cal- 
iber. There  are  478  staff  physicians  and  den- 
tists, 459  resident  physicians  and  dentists  and 
148  fellow  physicians.  I also  noted  that  2,305 
persons  are  in  training  in  health  education,  of 
whom  504  are  in  medical  training. 

The  University  Hospitals  and  Clinics  are 
busy.  The  hospital  consists  of  902  beds  (198 
set  aside  for  intensive  care).  There  are  157  am- 
bulatory patient  specialty  clinics  — 382,211  pa- 
tients visited  those  clinics  last  year.  The  hos- 
pital had  34,480  patient  admissions. 

At  first  glance,  these  figures  may  appear 
to  be  boring  statistics,  but  they  are  significant. 
At  the  onset  of  the  various  governmental  in- 
surance programs  (Medicare,  Medicaid),  there 
was  fear  public  hospitals  and  physicians  would 
be  needed  less  because  local  hospitals  would 


absorb  many  of  the  patients.  That  fear  has  not 
been  realized  because  the  programs  and  serv- 
ices of  the  University  still  beckon  to  Iowans. 
Furthermore,  there  have  been  more  and  more 
cooperative  ventures  between  the  public  and 
private  sector.  Recently,  a program  of  coop- 
erative effort  in  organ  transplant  surgery  has 
become  reality  between  2 Des  Moines  hospi- 
tals and  the  University  Hospitals. 

There  is  better  rapport  between  the  Uni- 
versity faculty  and  staff  and  Iowa  physicians. 
In  some  areas  communication  is  excellent. 
Other  areas  need  improvement.  Of  course,  this 
is  a 2-way  proposition.  Too  often  the  practic- 
ing physician  may  not  provide  the  consulting 
faculty  with  facts  that  might  be  germane  to  the 
patient's  problems.  As  in  many  areas  of  pa- 
tient care,  that  important  word  “communica- 
tion” looms  clearly  before  us.  So  often  com- 
munication is  the  weak  link  of  a relationship. 
We  of  iowa  medicine  desire  to  avoid  a weak 
link  by  our  continuing  close  communion  with 
the  College  of  Medicine. 

We  acknowledge  the  fine  manuscripts 
written  by  the  physicians  of  the  College  of 
Medicine.  Unfortunately  we  cannot  publish  all 
that  come  to  us.  Yet,  the  acceptance  rate  is 
satisfactory.  Communication  with  Gordon 
Strayer  and  Dean  Borg  and  their  staff  has  been 
of  great  help  to  the  editors  of  iowa  medicine. 
Doctor  Richard  Caplan's  monthly  message  and 
astute  input  as  a member  of  the  publications 
committee  represent  another  close  communi- 
cation between  the  Journal  and  the  College. 
The  tradition  continues  and  this  issue  of  iowa 
medicine  is  dedicated  to  the  University  of  Iowa 
College  of  Medicine.  — M.E.A. 
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Letters  to  the  Editor 


Helping  Patients  Stop  Smoking 

We  at  the  Alton  Ochsner  Medical  Foun- 
dation are  very  interested  in  tobacco's  harmful 
effects  on  health.  This  interest  goes  back  50 
years  when  the  suspected  link  between  ciga- 
rette smoking  and  lung  cancer  was  first  re- 
ported by  Alton  Ochsner,  M.D.  and  his  stu- 
dent/protege Michael  DeBakey,  M.D.  in  1939. 

As  a profession,  we  have  come  a long  way 
since  then.  With  tens  of  thousands  of  research 
papers  and  much  clinical  experience  behind 
us,  we  all  know  the  salient  fact:  Cigarette 
smoking  is  the  most  significant  preventable 
health  problem  among  Americans. 

The  fascinating  fact  is  that  physicians,  as 
a group,  have  acted  on  this  knowledge.  Most 
physicians  who  smoked  have  stopped.  Few 
physicians  now  smoke,  compared  to  26.7%  of 
the  general  population. 

The  question  I believe  we  need  to  address 
is  why  we  have  not  yet  been  very  successful 
in  helping  patients  do  what  we  have  done  for 
ourselves  — stop  the  use  of  tobacco.  Maybe 
we  haven't  tried  hard  enough  yet. 

Recent  research,  which  perhaps  has  not 
been  adequately  called  to  physicians'  atten- 
tion, suggests  our  passivity  on  the  stop  smok- 
ing problem  is  as  out  of  date  as  doctors  rec- 
ommending cigarettes  to  calm  patients'  nerves. 
There  is  a growing  body  of  literature  showing 
that  physicians  can  assist  a statistically  signif- 
icant number  of  patients  to  stop  smoking,  and 
they  can  do  so  in  an  economically  practical 
fashion.  — Edward  D.  Frohlich,  M.D.,  Alton 
Ochsner  Medical  Foundation,  New  Orleans,  Lou- 
isiana. 

"Foreign"  Doctors 

It  was  with  great  pleasure  that  I read  the 
little  piece  by  Dr.  Daniel  F.  Crowley  on  “For- 
eign Doctors"  (January  1988  iowa  medicine). 
It  was  a refreshing  breath  of  air  in  today's  cli- 
mate when  "foreign"  doctors  are  frequently 
scapegoated  for  many  of  the  ailments  of  cur- 
rent medicine.  I would  like  to  salute  Dr.  Crow- 
ley for  his  leadership  in  bringing  reason  and 
fairness  to  a rather  emotional  issue.  — John  V. 
Fernandez,  M.D.,  Council  Bluffs,  Iowa. 


A place 
for  substance 
abusers  to  get 
away  from 
it  all. 


Simply  taking  the  drug  away 
from  chemically  dependent 
people  won’t  cure  them.  At  the 
Powell  III  Chemical  Depen- 
dency Center  in  Des  Moines, 
our  midwestern  environment 
gives  patients  the  time  and 
space  they  need  to  recover... 
one  step  at  a time. 

The  interdisciplinary  team 
approach,  a technique  pio- 
neered by  Powell  III  and  now 
used  by  many  treatment  centers 
across  the  nation,  gives  patients 
guidance  and  support  from 
physicians,  nurses,  certified 
chemical  dependency  coun- 
selors, social  workers,  clinical 
psychologists  and  clergy. 

Outpatient  programs 
and  follow-up  treatment  give 
patients  continued  support  and 
encouragement  as  they  begin 
new,  drug-free  lives. 

For  more  information  about 
the  Powell  III  Chemical  Depen- 
dency Center,  call  toll-free. 
1-800-443-SOBR  (inside  Iowa) 
or  1-800-523-SOBR  (outside 
Iowa) 

POWELL  III  CHEMICAL 
DEPENDENCY  CENTER 


ICWA  METHODIST 
MEDICAL  CENTER 

1200  PLEASANT  STREET  DES  MOINES.  IOWA 


Recent  Books 


Driscoll,  Charles  E.  and  Robert  E.  Rakel,  1988, 
Patient  Care  Procedures  for  Your  Practice,  Medical 
Economics  Books,  Oradell,  New  Jersey.  $25.95. 
This  is  an  excellent  “how  to"  book  which 
should  serve  as  an  excellent  reference  to  the 
family  physician.  The  presentations  are  con- 
cise, adequate  and  well-illustrated.  Adequate 
reference  citations  are  given  for  the  reader  to 
seek  further  information.  The  content  of  this 
manual  originally  appeared  in  the  journal  “Pa- 
tient Care." 

Bodansky,  David,  Maurice  A.  Robkin  and 
David  R.  Stadler,  editors,  1987,  Indoor  Radon 
and  Its  Hazards,  University  of  Washington 
Press,  Seattle,  Washington.  Cloth,  $20.00;  pa- 
perback, $9.95.  The  increasing  interest  in  the 
radon  problem  makes  this  overview  of  the 
subject  a valuable  one.  The  subject  is  covered 
from  basic  terminology  to  concerns  of  the  re- 
lationship of  indoor  radon  to  the  incidence  of 


lung  cancer.  This  is  a good  source  of  infor- 
mation for  the  physician  as  well  as  environ- 
mentalists. 

Leitman,  Mark  W.,  1987,  Manual  for  Eye  Ex- 
amination and  Diagnosis,  third  edition.  Medical 
Economics  Books,  Oradell,  New  Jersey.  Pa- 
perback, $18.95.  This  manual,  small  (81  pages) 
and  concise,  provides  brief  descriptions  of  var- 
ious diagnostic  measures  used  in  eye  exami- 
nations. The  student  and  house  officer  would 
find  this  a valuable  guide. 

Williams,  Guy,  1987,  The  Age  of  Miracles:  Med- 
icine and  Surgery  in  the  Nineteenth  Century. 
Academy  Chicago  Publishers,  Chicago,  Illi- 
nois. $16.95.  This  is  a delightful  small  volume 
of  brief  vignettes  of  numerous  subjects  de- 
picting medical  care  in  the  19th  century.  The 
subjects  range  from  anesthesia,  antisepsis, 
birth  and  infancy,  hospital  care  and  alternative 
medicine.  Rather  than  a treatise  on  the  history 
of  medicine,  this  is  a small  book  which  can 
provide  a few  moments  reading,  laid  aside  and 
another  chapter  read  at  another  time. 
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Now  available  in  Iowa: 


Hyperbaric  Oxygen  Chamber 


Shortens  recovery  time  and  provides  a cost  savings  for  patients . 


Mercy  Hospital  Medical 
Center  now  offers  a hyperbaric 
oxygen  chamber  that  enables  you 
to  treat  patients  with  slow- 
healing  wounds  in  a fraction  of 
the  time  normally  required.  The 
1,000-pound  chamber  operates  on 
the  principle  that  increased  oxy- 
gen levels  enhance  and  quicken 
the  recovery  of  selected  patients. 

The  4x8  foot  cylinder  can 
be  used  to  treat  patients  who  suf- 
fer from  carbon  monoxide 
poisoning,  smoke  inhalation, 
cyanide  poisoning,  gas  gangrene, 
decompression  sickness,  respira- 
tory airway  blockages  and  will 
enhance  the  recovery  of  slow- 
healing  wounds  by  increasing  the 
amount  of  oxygen  in  the  blood. 


In  addition,  treatment 
ensures  a substantial  cost  savings  to  patients  since  their  recovery  time  is  shorter. 

Hyperbaric  oxygen  therapy  is  offered  as  a referral  and  consultation  service  only. 
While  undergoing  treatments,  patients  remain  under  the  primary  care  of  the  referring 
physician.  Out-of-town  patients  may  be  referred  to  an  appropriate  local  physician  at 
the  discretion  of  the  referring  physician. 

The  unit  is  open  seven  days  a week,  24  hours  a day.  Monitoring  capabilities  exist 
for  critically  ill  patients.  If  patients  require  emergency  transport,  Mercy's  air  ambulance 
service  — Air  Life  — is  available. 


Call  us  to  have  your  patient  evaluated.  Our  toll-free  number  is  1-800-666-3729, 
extension  3290.  We're  here  to  help. 
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Practice  Management 


Travel  and  Entertainment: 
Restrictions  Continue 


Tax  law  continues  to  outline  special  de- 
ductibility requirements  for  some  business 
expenses  because  they  may  be  incurred  for 
personal  rather  than  business  purposes.  Ex- 
penses incurred  for  travel,  entertainment, 
business  gifts  and  listed  property  expenses 
must  satisfy  the  rules  regardless  of  whether 
the  taxpayer  derives  enjoyment  from  the  ac- 
tivity. To  be  deductible,  these  costs  must  be 


ordinary  and  necessary  business  expenses. 
The  chart  at  the  right  highlights  some  record- 
keeping requirements. 

Specific  details  and  other  restrictions  in 
this  area  are  beyond  the  scope  of  this  article. 
If  you  wish  further  information  we  will  be  glad 
to  answer  your  questions  or  provide  you  with 
a copy  of  our  travel  and  entertainment  book- 
let. (Contact  Jan  Spina,  McGladrey  Hendrick- 
son & Pullen,  640  Capital  Square,  Des  Moines, 
Iowa  50309,  515/284-8660.) 


Material  for  this  column  is  furnished  by  McGladrey,  Hendrickson 
and  Pullen,  Des  Moines. 


Each  month — YJ  D presents 
the  most  important  [V 
articles  on  cardiology. . . 

• selected  from  the  best  of  the  peer- 
reviewed  literature* 

• revised  and  updated  by  the  original  authors 

• edited  for  clarity  and  brevity 

• classified  into  clinical  categories  for 
quick  reference 

• offering  a CME  Self-Study  Quiz  that 
provides  two  credit  hours  in  Category  1 
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Effect  of  Medical  versus  Surgical  Therapy  tor  Coronary 
Disease  / PETER  PEDUZZI.  PhD,  ct  a!. 

Electrophvsiological  Testing  and  Noosustained  Ventricular 
Tachycardia  / PETER  R KOWEY,  MD,  ct  at. 

Residual  Coronary  Artery  Stenosis  after  Thrombolytic 
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‘Journals  reviewed  include:  Circulation,  American  Heart  Journal, 
Journal  of  the  American  College  of  Cardiology,  British  Heart 
Journal,  Chest,  The  American  Journal  of  Cardiology,  The  New 
England  Journal  of  Medicine,  Annals  of  Internal  Medicine, 
American  Journal  of  Medicine,  and  The  Journal  of  the  American 
Medical  Association. 


FACTORS  TO  BE  PROVED  IN  SUBSTANTIATING  ELEMENTS  IN  COLUMN  1 


Elements  to  be 
Substantiated 
(!) 

For  Expenditures  for  Travel 
Away  From  tdome 
(2) 

For  Expenditures 
For  Entertainment 
(3) 

For  Expenditures 
For  Gifts 
(4) 

Fisted  Property 
Expense* 

(5) 

Amount  

Amount  of  each  separate  expend- 
iture for  transportation,  lodging  and 
meals.  Permissible  to  total  inci- 
dental expenses  in  reasonable  cat- 
egories, such  as  gasoline  and  oil, 
taxis,  daily  meals  for  traveler,  etc. 

Amount  of  each  sep- 
arate expenditure.  In- 
cidental items  such  as 
taxis,  telephones,  etc. 
may  be  totaled  on  a 
daily  basis. 

Cost  of  gift 

Amount  of  business 
use,  such  as  mile- 
age, hours,  etc. 

Time 

Dates  of  departure  and  return  for 
each  trip,  and  number  of  days  at- 
tributable to  business  activities. 

Date  of  entertain- 
ment or  use  of  a fa- 
cility for  entertain- 
ment. (Duration  of 
business  discussion.) 

Date  of  gift 

Date  of  use  for  busi- 
ness purposes. 

Place  

Destination  by  name  of  city  or  other 
appropriate  designation. 

Name  and  address  or 
similar  designation  or 
place  of  use  of  a fa- 
cility in  connection 
with  entertainment. 
Type  of  entertain- 
ment if  not  otherwise 
apparent.  (Place  of 
business  discussion.) 

Not  applicable. 

Destination  and 
place  of  business 
use. 

Description  

Not  applicable 

Not  applicable 

Description  of  gift 

Not  applicable 

Business  Purpose  . . . 

Business  reason  for  travel  or  nature 
of  business  benefit  derived  or  ex- 
pected to  be  derived. 

Business  reason  or 
nature  of  business  de- 
rived or  expected  to 
be  derived.  Nature  of 
business  discussion  or 
activity  if  entertain- 
ment is  other  than 
"business  meals." 

Business  reason  for 
making  the  gift  or  na- 
ture of  business  ben- 
efit derived  or  ex- 
pected to  be  derived. 

Nature  of  business 
purpose  of  usage. 

Business 

Relationship 

Not  applicable 

Occupations  or  such 
other  information  — 
such  as  names  or 
other  designations  — 
about  persons  enter- 
tained which  estab- 
lished their  business 
relationship  to  tax- 
payer. (Identification 
of  persons  enter- 
tained who  partici- 
pated in  business  dis- 
cussion.) 

Occupation  or  other 
information  — such 
as  name  or  other 
designation  — about 
recipient  which  es- 
tablishes business 
relationship  to  tax- 
payer. 

Not  applicable 

* Listed  property  includes  passenger  auto,  recreational  property,  computers  and  other  transportation  property  such  as  airplanes. 


Project  USA 

Positions  are  now  available  through  Proj- 
ect USA,  an  AMA  program  to  recruit  fully  li- 
censed physicians  for  short-term,  general 
medicine  assignments  at  Indian  Health  Serv- 
ices and  National  Health  Service  Corps  hos- 
pitals and  clinics. 


The  vacancies  are  from  2 to  4 weeks  in  a 
variety  of  interesting  locations.  Participating 
physicians  receive  a stipend  of  $750  a week 
plus  round  trip  transportation  and  living  ac- 
commodations. Interested  physicians  are  urged 
to  contact  John  Naughton,  program  director, 
American  Medical  Association,  535  N.  Dear- 
born, Chicago,  Illinois  60610  or  call  (312)  645- 
4702. 
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CHILDREN  WITH  HIGH  BLOOD  PRES- 
SURE, cholesterol,  or  triglyceride  levels  and 
those  who  are  overweight  are  much  more  likely 
as  adults  to  have  an  increased  risk  of  coronary 
disease  than  are  children  with  middle  or  low 
levels.  These  are  the  results  of  the  latest  Col- 
lege of  Medicine  Muscatine  Coronary  Risk  Fac- 
tor Project  5-year  adult  follow-up  study.  The 
research  shows  the  risk  of  coronary  disease  in 
adulthood  can  potentially  be  reduced  by  iden- 
tifying high-risk  individuals  during  child- 
hood, says  Ronald  Lauer,  Internal  Medicine 
and  director  of  the  ongoing  study.  By  treating 
children  with  high  cholesterol,  fat  or  blood 
pressure  levels,  it  may  be  possible  to  reduce 
their  risk  of  heart  disease  as  adults,  he  says. 
The  adult  study  participants  were  tested  as 
children.  Their  levels  were  remeasured 
throughout  their  school  years  as  part  of  the 
long-term  coronary  disease  study. 

ASSOCIATE  DEAN  CAROL  AS  CHEN  BRE- 
NER will  oversee  a national  survey  of  health  policies 
and  practices  for  medical  students  as  chairperson 
for  the  National  Committee  on  Student  Affairs  for 
the  Association  of  American  Medical  Colleges 
(AAMC)  Group  on  Student  Affairs.  She  will  also 
be  responsible  for  presenting  programs  in  student 
affairs  at  the  annual  AAMC  meeting  in  November. 

A NEW  CENTER  DEDICATED  TO  THE 
STUDY  OF  SCHIZOPHRENIA  at  the  College 
of  Medicine  has  been  funded  with  a federal 
grant  of  $3.6  million.  The  National  Institute  of 
Mental  Health  is  funding  the  new  UI  Mental 
Health  Clinical  Research  Center,  the  largest  of 
its  type  in  the  United  States.  Researchers  at 
the  center  will  investigate  the  biological  causes 
of  schizophrenia  and  seek  to  improve  life  for 
those  afflicted  with  the  illness.  Director  of  the 
new  Center  is  Nancy  Andreasen,  Psychiatry. 
The  multidisciplinary  Center  will  be  com- 
prised of  7 research  areas:  genetics  unit,  brain 
imaging  unit,  epidemiology  unit,  basic  neu- 
robiology unit,  diagnosis  and  phenomenology 
unit  and  neuroendocrinology  unit. 


THE  MAJOR  CONTRIBUTOR  TO  THE  DE- 
VELOPMENT of  a highly  successful  new  anti-hy- 
pertensive, "Vasotec,"  and  a Pharmacology  grad- 
uate, has  chosen  the  UI  pharmacology  department 
as  the  recipient  of  a $50,000  grant.  Charles  S. 
Sweet,  a senior  scientist  at  the  Merck  Sharp  & 
Dohme  Research  Laboratories  Division  in  West 
Point,  Pa.,  received  the  Directors'  Scientific  Award 
of  the  Merck  Board  of  Directors.  The  award  is  to 
be  made  to  the  institution  of  the  winner's  choice. 

AT-A-GLANCE  . . . Mary  E.  Wilson,  Internal 
Medicine,  is  the  recipient  of  a 1987  Young  In- 
vestigator Matching  Grant  from  the  Burroughs 
Wellcome  Fund  and  The  National  Foundation 
for  Infectious  Diseases.  She  will  study  the  ef- 
fect on  humans  of  leishmaniasis,  a parasitic 
disease  caused  by  the  bite  of  the  sandfly  . . . 
Gordon  B.  Ginder,  Internal  Medicine,  has  won 
federal  grants  totaling  more  than  $1  million  for 
blood  disease  studies  which  have  implications 
for  sickle  cell  anemia  and  currently  incurable 
cancers  . . . Inherited  and  age-related  eye  dis- 
eases is  the  focus  of  a College  of  Medicine 
ophthalmology  department  study  funded  by 
a $35,000  grant  from  the  Research  to  Prevent 
Blindness  . . . How  spinal  cord  neurons  re- 
spond to  stimulation  of  the  skin  will  be  the 
focus  of  a five-year  study  by  Carl  G.  Kukulka, 
Physical  Therapy.  The  $249,000  study  is  funded 
by  the  National  Institute  of  Neurological  and 
Communicative  Disorders  and  Stroke. 

A PANIC  DISORDER  STUDY  AT  THE  UI  in- 
volves testing  the  effectiveness  of  fluvoxamine,  an 
anti-depressant  drug  approved  for  use  in  Europe 
but  still  under  investigation  in  the  United  States. 
The  study  will  compare  several  treatments  for  panic 
disorder.  One  group  will  receive  the  drug,  another 
group  will  receive  cognitive-behavioral  psycho- 
therapy and  a third  group  will  be  given  a placebo. 

This  report  has  been  compiled  by  The  Univer- 
sity of  Iowa  Health  News  Service. 
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February  1988  Morbidity  Report 


Disease 

Feb. 

1988 

Total 

1988 

to 

Date 

1987 

to 

Date 

Most  Feb.  Cases 
Reported  From 
These  Counties 

AIDS 

2 

4 

4 

NA 

Amebiasis 

0 

2 

3 

Brucellosis 

1 

1 

2 

Black  Hawk 

Chickenpox 

1032 

2029 

2117 

Scattered 

Campylobacter 

14 

26 

24 

Scattered 

Cytomegalovirus 

0 

1 

4 

Eatons  Agent 
Infection 

6 

13 

17 

Scattered 

Encephalitis,  viral 

1 

4 

0 

Polk 

Erythema 

Infectiosum 

7 

7 

114 

Scattered 

Gastroenteritis 

(GIV) 

2904 

5297 

4996 

Scattered 

Giardiasis 

28 

54 

43 

Scattered 

Hepatitis,  A 

8 

13 

23 

Scattered 

Hepatitis,  B 

9 

18 

23 

Scattered 

Hepatitis,  Non 
A-B 

2 

4 

6 

Harrison,  Woodbury 

Hepatitis 
type  unspecified 

1 

1 

1 

Black  Hawk 

Herpes  Simplex 

84 

165 

171 

Scattered 

Herpes  Zoster 

0 

0 

0 

Histoplasmosis 

2 

3 

3 

Black  Hawk, 

Infectious 

mononucleosis 

20 

24 

25 

Ringgold 

Scattered 

Influenza, 
lab  confirmed 

40 

55 

55 

Scattered 

Influenza-like 
illness  (URI) 

7643 

12875 

11313 

Scattered 

Disease 

Feb. 

1988 

Total 

1988 

to 

Date 

1987 

to 

Date 

Most  Feb.  Cases 
Reported  From 
These  Counties 

Legionellosis 

2 

4 

5 

Johnson 

Malaria 

Meningitis 

0 

0 

0 

aseptic 

4 

7 

3 

Boone,  Johnson, 
Linn,  Webster 

bacterial 

7 

25 

1 1 

Scattered 

meningococcal 

0 

0 

2 

Mumps 

11 

19 

39 

Scattered 

Pertussis 

4 

7 

2 

Mitchell,  Union, 
Scott 

Rabies  in  animals 

12 

23 

30 

Scattered 

Reye  Syndrome 

0 

0 

0 

Rheumatic  Fever 
Rubella 
(German 

0 

0 

0 

measles) 

0 

0 

0 

Measles 

0 

0 

0 

Salmonellosis 

2 

6 

19 

Iowa,  Poweshiek 

Shigellosis 
Toxic  Shock 

7 

27 

7 

Scattered 

Syndrome 

Tuberculosis 

1 

2 

2 

Iowa 

total  ill 

3 

6 

6 

Dubuque,  Fayette 

bact.  pos. 

0 

2 

6 

Typhoid  Fever 
Venereal  diseases 

0 

0 

0 

Gonorrhea 

144 

332 

554 

Scattered 

Chlamydia 

384 

675 

582 

Scattered 

Syphilis 

1 

2 

4 

Story 

PHYSICIANS, 

WE  SCHEDULE  OUR  TIME 
TO  FIT  YOUR  TIME. 

We  re  very  flexible  in  the  Army  Reserve  about 
time.  We  take  into  account  your  practice,  your  time  and 
availability. 

Were  not  flexible  about  the  quality  of  medicine. 

We  demand  much  of  ourselves  and  of  every  member  of 
our  medical  team. 

If  you’d  like  to  learn  more  about  the  medical 
opportunities  in  a nearby  Army  Reserve  unit,  call  your 
Army  Medical  Personnel  Counselor: 

Major  Larry  Matthews 
(612)  854-7702  Call  Collect 

ARMY  RESERVE.  BE  ALL  YOU  CAN  BE. 
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Not  everyone  over  60  needs  our 
special  services,  but  we  still  feel 
they  deserve  them 


We  don't  have  stereotyped  ideas  about 
older  people  all  being  needy  or  in  frail 
health.  We  know  that  many  of  our  custom- 
ers who  are  over  sixty  are  in  great  shape 
both  physically  and  financially.  Still,  we 
offer  everyone  over  sixty  a 10%  discount, 
and  we'll  help  with  Medicare  and  Medicaid 
forms  whenever  anyone  needs  us  to.  It's  our 
way  of  thanking  our  older  customers,  be- 
cause many  of  them  have  been  our  best 
customers  for  a long  time. 


For  over  80  years,  Peoples  Drug  Stores 
has  served  patients  reliably  and  profession- 
ally. Today  all  the  services  we  offer  reflect 
our  continuing  commitment  to  help  our 
customers  as  their  health  care  needs  change. 

■ An  Extensive  Inventory  of  Generic  Drugs 

■ Braille  Prescription  Labeling  Available 

■ Free  Health  Care  Pamphlets 

■ Patient  Guide  to  Prescnption  Drugs 


Every  Peoples  has  an  unlisted  phone  that’s  reserved 
only  for  doctors  and  answered  only  by  pharmacists. 
Please  call  your  local  store  to  obtain  the  number. 


PEOPLES 

DRUG 


The  Convenience  you  want,  the  SAVINGS  you  deserve. 


Medical  News/Products  and  Programs 


NOW  ON  COMPUTER  — The  text  for  the  80 
USP  Patient  Education  Leaflets  currently  avail- 
able in  preprinted  form  is  now  accessible  for 
computer  use.  The  USP  Leaflet  Diskette  con- 
tains all  programming  and  leaflet  text  on  a sin- 
gle 5V4  inch,  360K  floppy  disk.  It  is  a stand- 
alone program  which  will  run  on  an  IBM,  PC, 
XT,  AT  or  compatible  computer  with  256K  of 
memory  and  360K  floppy  disk  drive.  The  80 
titles  cover  over  2000  products.  Further  infor- 
mation about  cost  and  availability  may  be  ob- 
tained by  calling  The  United  States  Pharma- 
copeial  Convention,  Inc.,  Order  Processing 
Department,  1-800-227-USPC. 


ORAL  ELECTROLYTE  REHYDRATION  SO- 
LUTION RENAMED  — Pedialyte  RS®  Oral 
Electrolyte  Rehydration  Solution  has  been  re- 
named. It  is  now  called  Rehydralyte®  Oral 
Electrolyte  Rehydration  Solution.  Rehydralyte 
Oral  Electrolyte  Rehydration  Solution  is  for  in- 
fants and  children  who  are  mildly  to  moder- 
ately dehydrated  from  acute  diarrhea.  Rehy- 
dralyte is  a safe  and  effective  alternative  to 
intravenous  therapy  in  mild  to  moderate  de- 
hydration in  most  patients.  Rehydralyte  is 
ready  to  use  and  is  available  in  convenient 
8-oz  glass  nursing  bottles. 

Pedialyte  Oral  Electrolyte  Maintenance  So- 
lution will  continue  to  be  known  by  its  current 
name. 


DRUG  WARNING  — Roche  Laboratories  has 
issued  the  following  drug  warning:  Intrave- 
nous VERSED®  has  been  associated  with  res- 
piratory depression  and  respiratory  arrest,  es- 
pecially when  used  for  conscious  sedation.  In 
some  cases,  where  this  was  not  recognized 
promptly  and  treated  effectively,  death  or  hy- 
poxic encephalopathy  has  resulted.  Intrave- 
nous VERSED®  should  be  used  only  in  hos- 


pital or  ambulatory  care  settings,  including 
physicians'  offices,  that  provide  for  continu- 
ous monitoring  of  respiratory  and  cardiac 
function.  Immediate  availability  of  resuscita- 
tive  drugs  and  equipment  and  personnel 
trained  in  their  use  should  be  assured. 

The  initial  intravenous  dose  for  conscious 
sedation  may  be  as  little  as  1 mg.,  but  should 
not  exceed  2.5  mg.  in  a normal,  healthy  adult. 
Lower  doses  are  necessary  for  older  (over  60 
years)  or  debilitated  patients  and  in  patients 
receiving  concomitant  narcotics  or  other  CNS 
depressants.  The  initial  dose  and  all  subse- 
quent doses  should  never  be  given  as  a bolus; 
administer  over  at  least  2 minutes  and  allow 
an  additional  2 or  more  minutes  to  fully  eval- 
uate the  sedative  effect.  The  use  of  the  1 mg./ 
mL  formulation  or  dilution  of  the  1 mg./mL  or 
5 mg./mL  formulation  is  recommended  to  fa- 
cilitate slower  injection.  See  DOSAGE  AND 
ADMINISTRATION  for  complete  dosing  in- 
formation. 


NEW  ANTI-INFECTIVE  — Miles  Inc.  has  re- 
ceived FDA  authorization  to  market  CIPRO® 
(ciprofloxacin  HCI/Miles),  an  oral  quinolone 
antimicrobial  effective  against  a wide  range  of 
gram-negative  and  gram-positive  organisms. 
Clincial  studies  indicate  oral  CIPRO®  is  often 
as  powerful  as  injectable  antibiotics.  It  has  been 
proven  safe  and  effective  for  treatment  of  in- 
fections frequently  encountered  by  physicians 
in  office  and  hospital  practice,  including  lower 
respiratory  tract,  urinary  tract,  skin  and  skin 
structure  and  bone  and  joint  infections,  as  well 
as  infectious  diarrhea.  Of  2799  patients  who 
received  2868  courses  of  CIPRO®  during  clin- 
ical investigation,  treatment  was  discontinued 
because  of  an  adverse  experience  in  only  3.5% 
of  courses.  The  most  frequently  reported  ex- 
periences — drug  related  or  not  — were  nau- 
sea (5.2%),  diarrhea  (2.3%),  vomiting  (2.0%), 

(Please  turn  to  page  190) 
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(Continued  from  page  189) 


abdominal  pain/discomfort  (1.7%),  headache 
(1.2%),  restlessness  (1.1%)  and  rash  (1.1%). 

HEART  ATTACK  TREATMENT  — The  FDA 

has  formally  approved  the  intravenous  use  of 
streptokinase  to  reduce  mortality  in  patients 
with  acute  myocardial  infarction.  Marketed 
under  the  name  Streptase®  by  Hoechst-Rous- 
sel  Pharmaceuticals  Inc.,  this  product  has  been 
used  in  the  U.S.  since  1977.  Intravenous 
administration  of  Streptase®  will  enable  treat- 
ment of  heart  attack  victims  to  begin  at  least 
an  hour  sooner,  resulting  in  critical  time  sav- 
ings in  the  clot-dissolving  and  lifesaving  proc- 
ess. The  most  common  adverse  reactions  have 
included  bleeding,  allergic  reactions,  loss  of 
normal  blood  pressure  and  erratic  heart 
rhythms. 


Why  Buy  Equipment  For  Your 
Practice  . . . LEASE  IT  . . . and 
Increase  Your  Profits! 

Bankers  Leasing  Company  can  help  you  real- 
ize more  profits,  through  a specially-planned 
leasing  program  designed  to  fit  your  individual 
practice  needs.  Consider  these  advantages: 

• Leasing  lets  you  retain  cash  in  your  prac- 
tice and  keep  your  working  capital  working 
for  you 

• Lease  payments  are  100%  tax  deductible, 
when  properly  qualified 

• Leased  equipment  eliminates  obsoles- 
cence, allows  you  to  always  work  with  the 
latest  equipment  to  maintain  maximum  effi- 
ciency 

There  are  many  other  advantages  in  a pro- 
fessionally-planned Bankers  Leasing  program. 
Call  or  write  for  more  information. 

Bankers  Leasing  Company 

ATTN:  Jerry  Xanders  or  Dave  Selden 
1113  Locust  Street  • Des  Moines,  Iowa  50308 
Phone:  515/243-3690  or  Iowa  toll-free:  1-800-622-8335 


• Medicare  woes? 

• Cash  flow  problems? 

• Financial  decisions? 

• CPT  - ICD  ■ 9 questions? 

FOR  INFORMATION,  WRITE  OR  CALL 


ABBEY  & ABBEY,  CONSULTANTS,  Inc. 

MANAGEMENT  & COMPUTER  CONSULTANTS 


1012  Grand  Avenue,  West  Des  Moines  (515)224-0550  • Ames  (515)232-6420 


190  / Iowa  Medicine 


Crisis  in  black  and  white. 


Your  personal  crisis  may  be  waiting  in  the 
morning  mail.  If  so,  you’ll  want  the  best 
professional  help.  You’ll  want  a Medical 
Protective  General  Agent. 

Professional  liability  coverage  is  our  only 
business.  And  we’ve  been  providing  it  for 
almost  100  years.  Our  agents  live  in  the 
territories  they  serve  so  they  understand  the 
local  legal  climate.  And  with  the  extensive 


resources  of  the  home  office  Law  Depart- 
ment to  draw  from,  they’re  always  ready  to 
answer  your  questions  or  give  advice. 

Someday  it  may  be  you  against  a negligence 
charge.  When  that  day  comes  and  your 
professional  reputation  is  on  the  line,  you’re 
going  to  want  all  the  help  you  can  get.  To 
make  sure  you  have  it,  contact  your  Medical 
Protective  General  Agent  today. 


L.  Roger  Garner 

Suite  537,  Merle  Hay  Tower,  3800  Merle  Hay  Road,  RO.  Box  94127,  Des  Moines,  I A 50394,  (515)  276-6202 


About  Iowa  Physicians 


Dr.  Robert  M.  Collison,  Oskaloosa,  has  re- 
tired after  40  years  of  medical  practice.  Dr. 
Collison  received  the  M.D.  degree  at  St.  Louis 
University  School  of  Medicine.  He  began  med- 
ical practice  in  Oskaloosa  in  1947.  Dr.  Thomas 
Bergstrom  has  joined  the  staff  at  the  Powell 
III  Chemical  Dependency  Center  at  Iowa 
Methodist  Medical  Center.  Dr.  Bergstrom  re- 
ceived the  M.D.  degree  at  the  U.  of  I.  College 
of  Medicine  and  previously  practiced  medicine 
in  Earlham.  Dr.  Ron  Pick  has  joined  the  staff 
of  the  Mercy-Sandhouse  Medical  Clinic  in 
Madrid.  Dr.  Pick  received  the  D.O.  degree  from 
the  University  of  Osteopathic  Medicine  and 
Health  Sciences  and  completed  his  residency 


at  Iowa  Lutheran  Hospital.  Dr.  Drew  Sieben 
and  Dr.  Stephen  Piercy,  Fort  Dodge,  have 
merged  their  urology  practices.  Dr.  Sieben  has 
practiced  in  Fort  Dodge  for  10  years  and  Dr. 
Piercy  has  practiced  for  2Vz  years.  Dr.  Charles 
W.  Laudenbach  has  joined  the  staff  at  Mc- 
Farland Clinic  in  Ames.  Dr.  Laudenbach  re- 
ceived the  M.D.  degree  from  the  University  of 
Minnesota  Medical  School  in  Minneapolis.  Dr. 
Jean  S.  LePoidevin,  Waterloo,  has  retired  after 
37  years  as  a pediatrician.  Dr.  LePoidevin  re- 
ceived the  M.D.  degree  from  the  University  of 
Wisconsin  Medical  School  in  Madison.  Dr. 
Kenneth  Schultheis,  medical  director  of  Mercy 
Hospital  Medical  Center  emergency  depart- 
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merit,  Des  Moines,  has  been  named  president 
of  the  medical  staff  at  Mercy.  Dr.  James  Bless- 
man,  a family  practice  physician  and  medical 
director  of  the  Mercy  Pain  Center,  was  elected 
secretary  and  treasurer. 


Dr.  V.  Michael  Miller  has  established  a gen- 
eral surgical  practice  at  Dallas  County  Hospital 
in  Perry.  Dr.  Miller  received  the  M.D.  degree 
at  the  U.  of  I.  College  of  Medicine.  Prior  to 
locating  in  the  Perry  area.  Dr.  Miller  did  sur- 
gical work  at  Veterans  Administration  Hos- 
pitals in  Togus,  Maine  and  Wichita,  Kansas. 
Drs.  Ronald  Zoutendam  and  Dennis  Murphy 
have  merged  their  individual  medical  practices 
to  form  Sheldon  Family  Practice  Associates. 
Dr.  Zoutendam  has  practiced  in  Sheldon  for 
28  years  and  Dr.  Murphy  has  practiced  for  9 
years.  Dr.  John  Hubiak  has  retired  after  more 
than  30  years  of  family  practice  at  the  Odebolt 
Clinic.  Dr.  Tony  Moussalli  has  replaced  Dr. 
Hubiak.  Dr.  Moussalli  received  the  M.D.  de- 
gree from  the  French  Faculty  of  Medicine  in 
Beirut,  Lebanon  and  took  part  in  residencies 
in  Middlesex,  England,  New  York  and  New 
Jersey.  He  formerly  practiced  medicine  in 
Miami,  Florida.  Dr.  Greg  Weisshaar  has  joined 
Cogley  Medical  Associates  in  Council  Bluffs. 
Dr.  Weisshaar  received  the  M.D.  degree  from 
the  U.  of  I.  College  of  Medicine  and  completed 
his  residency  at  Cheyenne,  Wyoming.  He  pre- 
viously practiced  at  the  Sheboygan  Clinic.  Dr. 
James  Shehan,  Red  Oak,  has  accepted  a po- 
sition as  the  director  of  university  medical 
services  at  St.  Joseph's  Hospital,  Omaha,  Ne- 
braska. Dr.  Shehan  received  the  M.D.  degree 
from  Creighton  University  School  of  Medi- 
cine, Omaha  and  has  practiced  medicine  in 
Montgomery  County  for  16  years. 


Most 
patients 
need 
only  one. 


Dr.  David  J.  Nichols  has  joined  Dr.  Jay  Heits- 
man  at  Ottumwa  Pediatrics.  Dr.  Nichols  re- 
ceived the  D.O.  degree  from  the  University  of 
Osteopathic  Medicine  and  Health  Sciences, 
Des  Moines  and  completed  his  residency  at 
The  Children's  Mercy  Hospital,  Kansas  City, 
Missouri.  Drs.  Debra  Miller  and  Ronda  Den- 
nis-Smithart  have  opened  Pediatric  Associates 
of  Ottumwa.  Dr.  Miller  and  Dr.  Dennis-Smi- 
thart  both  received  the  M.D.  degree  from  the 
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K-9UR . 

(potassium  chloride)  Sustained  Release  Tablets 


INDICATIONS  AND  USAGE:  BECAUSE  OF  REPORTS  OF  INTESTINAL  AND  GASTRIC  ULCERATION  AND 
BLEEDING  WITH  SLOW-RELEASE  POTASSIUM  CHLORIDE  PREPARATIONS,  THESE  DRUGS  SHOULD 
BE  RESERVED  FOR  THOSE  PATIENTS  WHO  CANNOT  TOLERATE  OR  REFUSE  TO  TAKE  LIQUID  OR  EF- 
FERVESCENT POTASSIUM  PREPARATIONS  OR  FOR  PATIENTS  IN  WHOM  THERE  IS  A PROBLEM  OF 
COMPLIANCE  WITH  THESE  PREPARATIONS. 

1.  For  therapeutic  use  in  patients  with  hypokalemia  with  or  without  metabolic  alkalosis,  in  digitalis 
intoxication  and  in  patients  with  hypokalemic  familial  periodic  paralysis. 

2 For  the  prevention  of  potassium  depletion  when  the  dietary  intake  is  inadequate  in  the  following 
conditions:  Patients  receiving  digitalis  and  diuretics  for  congestive  heart  failure,  hepatic  cirrhosis 
with  ascites,  states  of  aldosterone  excess  with  normal  renal  function,  potassium-losing  nephropathy, 
and  with  certain  diarrheal  states. 

3 The  use  of  potassium  salts  in  patients  receiving  diuretics  for  uncomplicated  essential  hyperten- 
sion is  often  unnecessary  when  such  patients  have  a normal  dietary  pattern.  Serum  potassium 
should  be  checked  periodically,  however,  and  if  hypokalemia  occurs,  dietary  supplementation  with 
potassium-containing  foods  may  be  adequate  to  control  milder  cases.  In  more  severe  cases  sup- 
plementation with  potassium  salts  may  be  indicated 

CONTRAINDICATIONS:  Potassium  supplements  are  contraindicated  in  patients  with  hyperkalemia 
since  a further  increase  in  serum  potassium  concentration  in  such  patients  can  produce  cardiac 
arrest.  Hyperkalemia  may  complicate  any  of  the  following  conditions:  Chronic  renal  failure,  systemic 
acidosis  such  as  diabetic  acidosis,  acute  dehydration,  extensive  tissue  breakdown  as  in  severe  burns, 
adrenal  insufficiency,  or  the  administration  of  a potassium-sparing  diuretic  (e  g . , spironolactone, 
triamterene). 

Wax-matrix  potassium  chloride  preparations  have  produced  esophageal  ulceration  in  certain  cardi- 
ac patients  with  esophageal  compression  due  to  enlarged  left  atrium 

All  solid  dosage  forms  of  potassium  chloride  supplements  are  contraindicated  in  any  patient  in 
whom  there  is  cause  for  arrest  or  delay  in  tablet  passage  through  the  gastrointestinal  tract.  In  these 
instances,  potassium  supplementation  should  be  with  a liquid  preparation 
WARNINGS:  Hyperkalemia— In  patients  with  impaired  mechanisms  for  excreting  potassium,  the  ad- 
ministration of  potassium  salts  can  produce  hyperkalemia  and  cardiac  arrest.  This  occurs  most  com- 
monly in  patients  given  potassium  by  the  intravenous  route  but  may  also  occur  in  patients  given 
potassium  orally.  Potentially  fatal  hyperkalemia  can  develop  rapidly  and  be  asymptomatic.  The  use  of 
potassium  salts  in  patients  with  chronic  renal  disease,  or  any  other  condition  which  impairs  potas- 
sium excretion,  requires  particularly  careful  monitoring  of  the  serum  potassium  concentration  and 
appropriate  dosage  adjustment 

Interaction  with  Potassium  Sparing  Diuretics— Hypokalemia  should  not  be  treated  by  the  con- 
comitant administration  of  potassium  salts  and  a potassium-sparing  diuretic  (e  g , spironolactone  or 
triamterene)  since  the  simultaneous  administration  of  these  agents  can  produce  severe  hyperkalemia 

Gastrointestinal  Lesions— Potassium  chloride  tablets  have  produced  stenotic  and/or  ulcerative 
lesions  of  the  small  bowel  and  deaths  These  lesions  are  caused  by  a high  localized  concentration  of 
potassium  ion  in  the  region  of  a rapidly  dissolving  tablet,  which  injures  the  bowel  wall  and  thereby 
produces  obstruction,  hemorrhage  or  perforation. 

K-DUR  tablets  contain  micro-crystalloids  which  disperse  upon  disintegration  of  the  tablet.  These 
micro-crystalloids  are  formulated  to  provide  a controlled  release  of  potassium  chloride  The  dispersi- 
bility of  the  micro-crystalloids  and  the  controlled  release  of  ions  from  them  are  intended  to  minimize 
the  possibility  of  a high  local  concentration  near  the  gastrointestinal  mucosa  and  the  ability  of  the  KOI 
to  cause  stenosis  or  ulceration  Other  means  of  accomplishing  this  (e  g , incorporation  of  potassium 
chloride  into  a wax  matrix)  have  reduced  the  frequency  of  such  lesions  to  less  than  one  per  100,000 
patient  years  (compared  to  40-50  per  100,000  patient  years  with  enteric-coated  potassium  chloride) 
but  have  not  eliminated  them  The  frequency  of  Gl  lesions  with  K-DUR  tablets  is,  at  present, 
unknown.  K-DUR  tablets  should  be  discontinued  immediately  and  the  possibility  of  bowel  obstruction 
or  perforation  considered  if  severe  vomiting,  abdominal  pain,  distention,  or  gastrointestinal  bleeding 
occurs. 

Metabolic  Acidosis— Hypokalemia  in  patients  with  metabolic  acidosis  should  be  treated  with  an 
alkalinizing  potassium  salt  such  as  potassium  bicarbonate,  potassium  citrate,  potassium  acetate,  or 
potassium  gluconate. 

PRECAUTIONS:  The  diagnosis  of  potassium  depletion  is  ordinarily  made  by  demonstrating  hypokale- 
mia in  a patient  with  a clinical  history  suggesting  some  cause  for  potassium  depletion.  In  interpreting 
the  serum  potassium  level,  the  physician  should  bear  in  mind  that  acute  alkalosis  per  se  can  produce 
hypokalemia  in  the  absence  of  a deficit  in  total  body  potassium  while  acute  acidosis  per  se  can  in- 
crease the  serum  potassium  concentration  into  the  normal  range  even  in  the  presence  of  a reduced 
total  body  potassium  The  treatment  of  potassium  depletion,  particularly  in  the  presence  of  cardiac 
disease,  renal  disease,  or  acidosis  requires  careful  attention  to  acid-base  balance  and  appropriate 
monitoring  of  serum  electrolytes,  the  electrocardiogram,  and  the  clinical  status  of  the  patient. 

Laboratory  Tests:  Regular  serum  potassium  determinations  are  recommended.  In  addition,  during 
the  treatment  of  potassium  depletion,  careful  attention  should  be  paid  to  acid-base  balance,  other 
serum  electrolyte  levels,  the  electrocardiogram,  and  the  clinical  status  of  the  patient,  particularly  in 
the  presence  of  cardiac  disease,  renal  disease,  or  acidosis. 

Drug  Interactions:  Potassium-sparing  diuretics;  see  WARNINGS. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  Long-term  carcinogenicity  studies  in 
animals  have  not  been  performed. 

Pregnancy  Category  C:  Animal  reproduction  studies  have  not  been  conducted  with  K-DUR.  It  is 
also  not  known  whether  K-DUR  can  cause  fetal  harm  when  administered  to  a pregnant  woman  or  can 
affect  reproduction  capacity.  K-DUR  should  be  given  to  a pregnant  woman  only  if  clearly  needed 

Nursing  Mothers:  The  normal  potassium  ion  content  of  human  milk  is  about  13  mEq  per  liter.  Since 
oral  potassium  becomes  part  of  the  body  potassium  pool,  so  long  as  body  potassium  is  not  exces- 
sive, the  contribution  of  potassium  chloride  supplementation  should  have  little  or  no  effect  on  the 
level  in  human  milk. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS:  One  of  the  most  severe  adverse  effects  is  hyperkalemia  (see  CONTRAINDICATIONS, 
WARNINGS,  and  0VERD0SAGE),  There  have  also  been  reports  of  upper  and  lower  gastrointestinal 
conditions  including  obstruction,  bleeding,  ulceration,  and  perforation  (see  CONTRAINDICATIONS 
and  WARNINGS);  other  factors  known  to  be  associated  with  such  conditions  were  present  in  many  of 
these  patients. 

The  most  common  adverse  reactions  to  oral  potassium  salts  are  nausea,  vomiting,  abdominal  dis- 
comfort, and  diarrhea.  These  symptoms  are  due  to  irritation  of  the  gastrointestinal  tract  and  are  best 
managed  by  taking  the  dose  with  meals  or  reducing  the  dose. 

Skin  rash  has  been  reported  rarely. 

OVERDOSAGE:  The  administration  of  oral  potassium  salts  to  persons  with  normal  excretory  mecha- 
nisms for  potassium  rarely  causes  serious  hyperkalemia.  However,  if  excretory  mechanisms  are  im- 
paired or  if  potassium  is  administered  too  rapidly  intravenously,  potentially  fatal  hyperkalemia  can 
result  (see  CONTRAINDICATIONS  and  WARNINGS).  It  is  important  to  recognize  that  hyperkalemia  is 
usually  asymptomatic  and  may  be  manifested  only  by  an  increased  serum  potassium  concentration 
and  characteristic  electrocardiographic  changes  (peaking  of  T-waves,  loss  of  P-waves,  depression  of 
S-T  segment,  and  prolongation  of  the  QT -interval)  Late  manifestations  include  muscle-paralysis  and 
cardiovascular  collapse  from  cardiac  arrest. 

Treatment  measures  for  hyperkalemia  include  the  following: 

1 Elimination  of  foods  and  medications  containing  potassium  and  of  potassium-sparing  diuretics. 

2.  Intravenous  administration  of  300  to  500  ml/hr  of  10%  dextrose  solution  containing  10-20  units 
of  insulin  per  1,000  ml 

3.  Correction  of  acidosis,  if  present,  with  intravenous  sodium  bicarbonate, 

4 Use  of  exchange  resins,  hemodialysis,  or  peritoneal  dialysis. 

In  treating  hyperkalemia,  it  should  be  recalled  that  in  patients  who  have  been  stabilized  on 
digitalis,  too  rapid  a lowering  of  the  serum  potassium  concentration  can  produce  digitalis  toxicity. 
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U.  of  I.  College  of  Medicine  and  served  their 
residencies  at  University  Hospitals  in  Iowa 
City.  Dr.  Terry  Klemek  has  joined  Dr.  Steve 
Sumey  in  the  Armstrong  Medical  Clinic.  Dr. 
Klemek  received  the  M.D.  degree  at  the  Uni- 
versity of  Minnesota  Medical  School,  Minne- 
apolis and  completed  his  family  practice  resi- 
dency in  Duluth,  Minnesota.  Prior  to  joining 
the  Clinic,  Dr.  Klemek  was  in  private  practice 
in  Parkers  Prairie,  Minnesota.  Dr.  Brent  Gun- 
solly  has  joined  Medical  Associates  in  Sac  City. 
Dr.  Gunsolly  received  the  M.D.  degree  at  the 
U.  of  I.  College  of  Medicine  and  formerly 
practiced  medicine  in  Marshalltown.  Dr.  Clin- 
ton E.  Berryhill  has  begun  his  new  practice  in 
Williamsburg  after  30  years  of  medical  practice 
in  Readlyn.  Dr.  Richard  Jaskiewicz  has  taken 
a position  as  an  emergency  room  physician  in 
Huntington,  Indiana  after  practicing  for  4 years 
at  the  Gilfillan  Clinic  in  Bloomfield. 


Dr.  Dennis  Mallory,  Toledo,  has  been  nomi- 
nated by  the  Iowa  Department  of  Public  Health 
to  receive  the  Governor's  Volunteer  Award  for 
outstanding  volunteer  service.  Dr.  James  M. 
Brooke  has  joined  the  Independent  Medical 
Surgical  Group  in  Mason  City.  Dr.  Brooke  re- 
ceived the  M.D.  degree  from  the  University  of 
Washington  School  of  Medicine,  Seattle  and 
completed  his  residency  at  the  Veterans 
Administration  Medical  Center  and  Mercy 
Hospital  Medical  Center,  Des  Moines.  Prior  to 
locating  in  Mason  City,  Dr.  Brooke  was  a staff 
surgeon  at  the  Veterans  Administration  Hos- 
pital in  Cheyenne,  Wyoming.  Dr.  Mahbubal 
Islam  and  Dr.  Craig  A.  Strobel  have  opened 
offices  in  the  Davenport  Medical  Plaza  Build- 
ing. Dr.  Islam  received  the  M.D.  degree  from 
Dacca  Medical  College,  Bangladesh  and  com- 
pleted his  internship  and  residency  at  Church 
Home  Hospital  and  Sinai  Hospital,  Hartford, 
Connecticut.  He  previously  practiced  in  Louisa, 
Kentucky.  Dr.  Strobel  received  the  D.O.  de- 
gree at  Kirksville  College  of  Osteopathic  Med- 
icine in  Kirksville,  Missouri.  He  completed  his 
internship  at  Wilford  Hall  Medical  Center,  San 
Antonio,  Texas  and  has  worked  in  Quad-City 
area  clinics  for  the  past  3 years.  Dr.  Bohdan 
K.  Wasiljew,  Mason  City,  became  a member 
of  the  Society  of  American  Gastrointestinal  En- 
doscopic Surgeons  (SAGES).  Dr.  Wasiljew  is 
only  the  fourth  surgeon  in  Iowa  to  receive  the 
SAGES  certificate. 


Deaths 


Dr.  Alice  J.  Collins,  71,  Des  Moines,  died  Feb- 
ruary 3 at  Iowa  Lutheran  Hospital,  Des  Moines. 
Dr.  Collins  was  a retired  anesthesiologist  with 
Des  Moines  Anesthesiologists  P.C.  She  re- 
ceived the  M.D.  degree  at  the  U.  of  I.  College 
of  Medicine. 

Dr.  David  H.  Watkins,  70,  Des  Moines,  died 
February  2 at  Iowa  Methodist  Medical  Center, 
Des  Moines.  Dr.  Watkins  retired  in  1984  after 
serving  as  director  of  medical  education  at  both 
Iowa  Methodist  and  Broadlawns  medical  cen- 
ters. He  was  considered  a pioneer  in  the  field 
of  acute  and  subacute  devices  for  assisted  cir- 
culation. He  received  the  M.D.  degree  from 
the  University  of  Colorado  School  of  Medicine 
in  Denver  and  completed  residencies  at  Uni- 
versity of  Iowa  and  Mayo  Clinic. 

Dr.  John  R.  Doran,  65,  Ames,  died  February 
15  at  his  home.  Dr.  Doran  had  practiced  med- 


icine since  the  late  1940's  and  established  the 
Doran  Clinic  for  Women  in  1978.  He  was  a 
member  of  the  American  Colleges  of  Sur- 
geons, Obstetricians  and  Gynecologists.  He 
received  the  M.D.  degree  from  the  U.  of  I. 
College  of  Medicine. 

Dr.  Walter  A.  Anneberg,  89,  Carroll,  died  Feb- 
ruary 15  at  St.  Anthony's  Regional  Hospital, 
Carroll.  Dr.  Anneberg  had  practiced  medicine 
since  1924.  He  was  a life  member  of  the  Iowa 
Medical  Society  and  in  1979  received  the  dis- 
tinguished alumni  service  award  from  the  Uni- 
versity of  Iowa.  He  received  the  M.D.  degree 
from  the  U.  of  I.  College  of  Medicine. 

Dr.  Andrew  T.  Engelmann,  70,  Sioux  City, 
died  February  17  at  a local  hospital.  Dr.  En- 
gelmann had  retired  in  December  1987  after 
40  years  as  a family  practice  physician.  He  re- 
ceived the  M.D.  degree  from  the  U.  of  I.  Col- 
lege of  Medicine  and  completed  his  internship 
at  St.  Francis  Hospital  in  LaCrosse,  Wisconsin. 


Table  seams:  where  germs  go  to  party. 


Examining  room  table  tops  with  seams  and  crevices  attract  the  worst  kinds  of  dirt 
and  germs.  Enochs  seamless  vacuum-formed  tops  virtually  eliminate  places  for  germs 
to  hide.  Which  cuts  down  on  cross-contamination.  And  makes  Enochs  tables  much  easier 
to  clean.  Our  tops  are  impermeable  to  moisture,  and  resistant  to  mildew,  mold  and 
sulfide  stains.  It’s  time  you  examined  your  examining  room  r- k | IP 
furniture.  Call  1-800-428-2305  for  the  nearest  Enochs  tl  N 1^ 

dealer.  In  Indiana  call  317-842-6255.  After  all,  buying  the  Examining  room  fumitu^wonh  examining, 
wrong  examining  room  furniture  is  no  laughing  matter,  p.o.  box  50199.  Indianapolis,  in  46250 
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Health  Care 
Coverage 
That  Wasn’t  Born 

Yesterday 

The  changes  in  health  care  and  health  coverage  in  the 
last  five  decades  have  been  tremendous.  And,  through  it 
all,  Iowa’s  Blue  Cross  and  Blue  Shield  Plans  have  set  the 
pace.  All  the  while,  we  have  worked  diligently  to  help  our 
customers  get  the  most  out  of  their  health  care  dollars,  to 
provide  excellence  in  service  and  to  give  our  members 
cost-efficient,  quality  benefits.  Like  Total  Health  Network 
of  Iowa  (THN),  our  innovative  health  maintenance  orga- 
nization... ALLIANCE,  our  aggressive  benefit  manage- 
ment program... Delta  Dental  Plan  of  Iowa... and  Iowa 
Pharmacy  Service  Corporation. 

We’ve  worked  50  years  to  provide  lowans  affordable, 
high-quality  health  care.  And  you  can  be  sure  that  we’ll 
be  doing  the  same  for  another  50  years.  It’s  a tradition 
we’re  proud  of. ..and  one  you  can  count  on  when  you 
“Carry  the  Caring  Card.” 
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WOLFE  CLINIC,  P.C. 

OTIS  D.  WOLFE,  M.D. 

RUSSELL  H.  WATT,  M.D. 

JOHN  M.  GRAETHER,  M.D. 

RUSSELL  R.  WIDNER,  M.D. 

GILBERT  W.  HARRIS,  M.D. 

JAMES  A.  DAVISON,  M.D. 

NORMAN  F.  WOODLIEF,  M.D. 

ERIC  W.  BLIGARD,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/754-6200 
SATELLITE  OFFICES: 

4800  WESTOWN  PARKWAY  REGENCY  #3 
WEST  DES  MOINES  50265 
515/223-8685 

300  SOUTH  KENYON  ROAD 
FORT  DODGE  50501 
515/576-7777 

516  SOUTH  DIVISION  STREET 
CEDAR  FALLS  50613 
319/277-0103 


OPHTHALMIC  ASSOCIATES,  P.C. 
ROBERT  D.  WHINERY,  M.D. 
STEPHEN  H.  WOLKEN,  M.D. 
ROBERT  B.  GOFFSTEIN,  M.D. 
LYSE  S.  STRNAD,  M.D. 

2409  TOWNCREST  DR. 

IOWA  CITY  52240 
319/338-3623 


NORTH  IOWA  EYE  CLINIC,  P.C. 
ADDISON  W.  BROWN,  JR.,  M.D. 
MICHAEL  L.  LONG,  M.D. 
BRADLEY  L.  ISAAK,  M.D. 

3121  4TH  STREET,  S.W. 

P.O.  BOX  1877 
MASON  CITY  50401 
515/423-8861 


GENE  E.  MEGER,  M.D. 

ROBERT  R.  KELLER,  M.D. 

853  SECOND  AVENUE,  S.E. 

CEDAR  RAPIDS  52403 
319/365-7535 

PRACTICE  LIMITED  TO  OPHTHALMOLOGY 


OTOLARYNGOLOGY 


DUBUQUE  OTOLARYNGOLOGY  SERVICE,  P.C. 
THOMAS  J.  BENDA,  M.D. 

JAMES  W.  WHITE,  M.D. 

CRAIG  C.  HERTHER,  M.D. 

310  NORTH  GRANDVIEW 
DUBUQUE  52001 
319/588-0506 


IOWA  HEAD  AND  NECK  ASSOCIATES,  P.C. 
ROBERT  T.  BROWN,  M.D. 

EUGENE  PETERSON,  M.D. 

RICHARD  B.  MERRICK,  M.D. 

3901  INGERSOLL 
DES  MOINES  50312 
515/274-9135 


OTO.  — HEAD  & NECK  SURGICAL 
ASSOCIATES,  P.C. 

THOMAS  A.  ERICSON,  M.D. 

STEVEN  R.  HERWIG,  D.O. 

1215  PLEASANT,  SUITE  408 
DES  MOINES  50309 
515/283-5780 
1/800/248-4443 

EAR,  NOSE  AND  THROAT  SURGERY, 
FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 


WOLFE  CLINIC,  P.C. 

MICHAEL  W.  HILL,  M.D. 

DANIEL  J.  BLUM,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1566 
WOLFE  CLINIC,  P.C. 

4800  WESTOWN  PARKWAY  REGENCY  #3 
WEST  DES  MOINES  50265 
515/223-8685 

OTOLARYNGOLOGY-HEAD  AND  NECK 
SURGERY,  FACIAL  PLASTIC  SURGERY, 
ALLERGY 


PHILLIP  A.  LINQUIST,  D.O.,  P.C. 

1000  ILLINOIS 
DES  MOINES  50314 
515/244-5225 

EAR,  NOSE  AND  THROAT  SURGERY, 
FACIAL  PLASTIC  SURGERY,  HEAP  AND 
NECK  SURGERY 


ROBERT  G.  SMITS,  M.D.,  P.C. 

MERCY  MEDICAL  PLAZA 
421  LAUREL,  SUITE  402 
DES  MOINES  50314 
515/244-8152 
1/800/622-0002 

EAR,  NOSE  AND  THROAT  SURGERY, 

FACIAL  PLASTIC  SURGERY  AND  HEAD  AND 
NECK  SURGERY 


EASTERN  IOWA  HEAD  & NECK  SURGERY,  P.C. 
JAMES  E.  SPODEN,  M.D.,  F.A.C.S. 

1030  5TH  AVENUE,  S.E.,  SUITE  2000 
CEDAR  RAPIDS  52403 
319/365-3883 


PATHOLOGY 


LABORATORY  OF  CLINICAL  MEDICINE 
ORLYN  ENGELSTAD,  M.D. 

L.  JEFF  RISSMAN,  M.D. 

1150  SIXTH  AVENUE 
DES  MOINES  50314 
515/244-5075 
CLINICAL  CHEMISTRY, 
RADIOIMMUNOASSAY, 
MICROBIOLOGY,  CYTOPATHOLOGY, 
HEMATOLOGY  AND  SURGICAL 
PATHOLOGY 

CLINICAL  LABORATORIES 

GERALD  WEDEMEYER,  M.D.,  F.C.A.P. 

819  LINCOLNWAY 

AMES  50010 

515/233-2316 

CONSULTATION  IN  LABORATORY 
MEDICINE  AND  PATHOLOGY 


PHYSICAL  MEDICINE  & 
REHABILITATION 


PHYSIATRY  ASSOCIATES 
WILLIAM  D.  DEGRAVELLES,  JR.,  M.D. 
CHARLES  F.  DENHART,  M.D. 

MARVIN  M.  HURD,  M.D. 

WILLIAM  C.  KOENIG,  JR.,  M.D. 

KAREN  KIENKER,  M.D. 

MARK  R.  WILSON,  M.D. 

YOUNKER  MEMORIAL  REHABILITATION 
CENTER 

IOWA  METHODIST  MEDICAL  CENTER 
1200  PLEASANT 
DES  MOINES  50308 


PSYCHIATRY 


CAVALLIN  AND  ASSOCIATES,  P.C. 

HECTOR  W.  CAVALLIN,  M.D. 

1301  PENNSYLVANIA,  SUITE  116 
DES  MOINES  50316 
515/265-1149 

PSYCHIATRIC  AND  PSYCHOLOGICAL  SERV- 
ICES FOR  ADULTS,  ADOLESCENTS,  CHIL- 
DREN AND  INFANTS 


PULMONARY  MEDICINE 


CHEST,  INFECTIOUS  DISEASES  & 
ASSOCIATES,  P.C. 

ROGER  T.  LIU,  M.D. 

STEVEN  G.  BERRY,  M.D. 
DONALD  L.  BURROWS,  M.D. 
MICHAEL  WITTE,  D.O. 
PULMONARY  DISEASES 
1000  SEVENTY-THIRD  STREET 
SUITE  #3,  WESTGATE  PLAZA 
DES  MOINES  50311 
24  HOUR  515/224-1777 


SURGERY 


JOHN  G.  GANSKE,  M.D. 

1301  PENNSYLVANIA,  SUITE  312 
DES  MOINES  50316 
515/266-6558 

PLASTIC,  RECONSTRUCTIVE  AND 
HAND  SURGERY 


A.  B.  GRUNDBERG,  M.D. 

1440  PLEASANT 
DES  MOINES  50309 
515/288-5759 

ORTHOPAEDIC  SURGERY,  SURGERY  OF 
THE  HAND 


PLASTIC  SURGERY  INSTITUTE,  P.C. 
JAMES  O.  STALLINGS,  M.D. 

528  UNIVAC  BUILDING 
1025  ASHWORTH  ROAD 
WEST  DES  MOINES  50265 
515/225-7107 

Telephone  answered  day  or  night 

AESTHETIC  PLASTIC  SURGERY, 
RECONSTRUCTIVE  PLASTIC  SURGERY, 
SURGERY  OF  THE  HAND, 
MICROVASCULAR  PLASTIC  SURGERY 


SINESIO  MISOL,  M.D. 

1045  FIFTH  STREET 
DES  MOINES  50314 
515/244-7272 

ORTHOPEDIC  SURGERY,  SURGERY  OF 
THE  HAND 


WENDELL  DOWNING,  M.D. 

1212  PLEASANT  STREET,  SUITE  410 
DES  MOINES  50309 
515/283-5767 

DISEASES  AND  SURGERY  OF  THE  COLON 
AND  RECTUM 
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In  the  Public  Interest 


Preceptors  Key  Figures 
in  Medical  Education 


Nearly  120  iowa  physicians  in  82  commu- 
nities from  Clarion  to  Hamburg  to  Clin- 
ton to  Sioux  City  are  providing  opportunities 
for  tomorrow's  doctors  to  learn  about  patient 
care  in  “real-world"  settings,  away  from  the 
sometimes  rarified  atmosphere  of  a university 
teaching  hospital. 

Physicians  in  private  practice  actually  con- 
stitute an  important  segment  of  the  College  of 
Medicine  teaching  faculty,  providing  com- 
munity orientation  to  medical  care  through  the 
required  junior  course,  Preceptorship  in  Family 
Practice. 

The  116  Iowa  physicians  currently  serving 
as  preceptors  have  agreed  to  provide  students 
with  learning  sessions  that  address  clinical 
problems,  diagnostic  and  treatment  tech- 
niques in  an  office  setting  and  “provide  an 
opportunity  for  the  student  to  learn  the  role 
and  lifestyle  of  a physician  in  the  community." 

To  Iowa  physicians  who  believe  they  don't 
have  anything  special  to  teach  and  don't  know 
how  to  teach,  Charles  Driscoll,  M.D.,  head  of 
the  Department  of  Family  Practice  in  the  Uni- 
versity of  Iowa  College  of  Medicine  and  di- 
rector of  the  preceptorship  program,  says  "We 
have  a feeling  that  all  of  you  are  great  teachers, 
but  you  just  don't  see  that  when  you  look  in 
the  mirror." 

A physician  who  approaches  teaching,  with 
enthusiasm,  answers  questions  carefully,  cor- 
rects the  student  without  belittling  and  does 
all  this  in  a nonthreatening  environment,  adds 
Dr.  Driscoll,  is  a physician  from  whom  the 
student  will  learn  a great  deal. 

Preceptors  provide  opportunities  for  stu- 
dents to  accompany  them  on  house  calls,  nurs- 
ing home  visits,  hospital  rounds  and  emer- 
gency room  calls  and  to  participate  in 
recreational  and  community  activities.  Stu- 


dents can  also  be  involved  with  nurse  and 
technician  duties  and  do  initial  work-ups  and 
assessments.  Much  is  learned  about  diagnostic 
and  treatment  techniques  in  the  office  setting 
and  about  the  dynamics  of  community  life. 

"Experience  shows  we're  achieving  our 
long-range  goals  for  the  preceptorships  — pro- 
viding more  primary  care  physicians  by  ac- 
quainting all  medical  students  with  the  prac- 
tice of  family  practice/primary  care  medicine 
and  reducing  the  number  of  health  manpower 
shortage  areas  here  in  Iowa,"  Dr.  Driscoll  con- 
cludes. 

Regrettably,  space  precludes  listing  all 
those  who  combine  efforts  and  talents  to  carry 
out  this  important  teaching  effort  — physi- 
cians and  their  families.  College  of  Medicine 
on-campus  faculty  and  administrators,  the 
students  and  Iowa  patients  who  bring  stu- 
dents face-to-face  with  a variety  of  health 
needs.  Together,  they  accomplish  a truly  great 
educational  effort  in  the  public  interest. 
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President's  Privilege 


Parting  Advice 


o we  take  ourselves  too  seriously? 

Do  we  fight  too  hard,  struggle  too 
fiercely?  Do  we  worry  too  much  about  money? 

Let's  not  be  fooled  into  thinking  the 
amount  of  money  we  make  is  a measure  of 
our  net  worth,  that  the  good  we  do  is  only 
measured  in  dollars  and  cents.  Our  relation- 
ship with  our  patients  is  the  most  important 
thing  we  have  — let's  not  let  anyone  spoil  this 
for  us. 

Computer  programs  have  been  devel- 
oped that  translate  our  value  into  dollars. 
Computers  produce  definable,  measurable, 
reproducible  results  but  they  can't  calculate 
the  feelings  and  emotions  that  are  most  im- 
portant in  medical  care  — trust,  confidence, 
concern  and  caring. 

We  must  learn  to  accept  problems  as  a 
part  of  life,  do  the  best  we  can  to  solve  them 
and  move  on.  Life,  after  all,  is  a movable  feast. 
Taking  yourself  too  seriously  can  make  you 
forget  to  say  'please',  'thank  you',  'I'm  sorry' 
or  'I  love  you'. 

I've  learned  a lot  this  past  year  as  IMS 
president.  I've  learned  that  the  IMS  is  re- 
spected in  this  state  and  among  the  states.  This 
speaks  well  for  those  who  have  gone  before 
me  in  office.  I thank  them  for  their  dedication 
and  integrity.  I thank  you  for  letting  me  be 
part  of  this  Society  and  I say  welcome  and 


good  luck  to  incoming  president  Dan  Young- 
blade. 

One  last  piece  of  advice  to  close  my  last 
'President's  Privilege'.  Take  time  to  enjoy  life. 
Eat  more  ice  cream,  laugh  more,  swim  more 
rivers.  And  don't  forget  to  laugh  at  yourself. 
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WORKSAFE  IOWA: 
Good  Health  on  the  Job 


The  Ul  Institute  of  Agricultural  Medi- 
cine and  Occupational  Health  has 
launched  a broad  program  of  training, 
information  resources  and  consultation 
services  in  occupational  medicine.  The 
program  is  called  WORKSAFE  IOWA. 


WORK-RELATED  MEDICAL  PROBLEMS  may  be 
as  minor  as  eyestrain  from  an  improp- 
erly adjusted  VDT  (video  display  terminal)  or 
as  serious  as  pulmonary  edema  in  a farmer 
who  has  inhaled  dangerous  levels  of  toxic 
gases.  In  Iowa,  they  occur  in  the  office,  the 
field,  the  hog  confinement  building,  the  work- 
shop or  on  the  production  line.  But  almost  all 
work-related  medical  problems  at  some  time 
or  another  end  up  in  a physician's  office. 

"Until  a few  years  ago,  there  were  only  5 
occupational  physicians  in  Iowa  — that  is, 
physicians  who  only  practice  occupational 
medicine,"  says  James  Merchant,  M.D.,  of  the 
University  of  Iowa. 

The  need  for  education,  training  and  con- 
sultation in  occupational  medicine  goes  far  be- 
yond what  those  5 can  provide,  continues 
Merchant,  director  of  the  UI  Institute  of  Ag- 
ricultural Medicine  and  Occupuational  Health 
(IAMOH). 

The  disparity  between  existing  occupa- 
tional health  services  and  the  need  for  them 
in  Iowa  led  Merchant  and  others  at  IAMOH 
to  approach  the  W.  K.  Kellogg  Foundation  2 
years  ago  with  a proposal  for  a comprehensive 
occupational  disease  prevention  and  health 
promotion  program.  Kellogg,  which  provided 


funding  to  build  IAMOH  in  1972,  responded 
with  $1.2  million  for  a program  that  could  serve 
as  a model  for  other  parts  of  the  country  and 
to  provide  initial  support  for  a program  that 
might  eventually  be  self-sustaining. 

The  program,  operating  under  the  mon- 
icker "WORKSAFE  IOWA,"  has  several  com- 
ponents that  interweave  to  some  extent.  They 


ON-SITE  CONSULTING  — Jane  Gay,  occupational 
health  nurse  for  WORKSAFE  IOWA,  explains  use  of  a res- 
pirator to  a Co-op  Feeds  plant  manager  in  Iowa  City.  Photo 
by  Jon  Van  Alien. 
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include  instruction  and  training  for  senior 
medical  students,  occupational  medicine  and 
internal  medicine  residents,  physical  thera- 
pists and  nurses.  WORKS AFE  IOWA  also  pro- 
vides continuing  education  programs,  an  in- 
formation network  and  resource  center  and 
occupational  health  consultation  services  in 
medicine  and  industrial  hygiene  for  plant 
managers,  unions,  physicians,  clinics,  hospi- 
tals and  HMOs. 

Continuing  Education 

Continuing  medical  education  in  this  area 
for  physicians  is  already  underway,  says  Linda 
Leverenz,  WORKSAFE  IOWA's  coordinator 
for  health  education.  The  program  will  host  a 
2-day  conference  in  Iowa  City  October  21-22 
on  workers'  compensation  and  assessment  of 
the  impaired  worker.  Leverenz  says  the  pro- 
gram plans  to  offer  2 or  3 continuing  education 
courses  a year  in  occupational  health  for  phy- 
sicians and  other  health  professionals. 

“We  hope  one  day  to  secure  or  develop 
audio-visual  materials  — videotapes,  for  ex- 
ample — so  physicians  could  check  them  out 
from  our  resource  center  and  earn  CME  credit 
at  home,"  Leverenz  says. 

Merchant  emphasizes  that  WORKSAFE 
IOWA  is  designed  to  serve  Iowa  physicians 
and  others  in  a variety  of  ways  ranging  from 
the  ad-hoc  phone  consultation  to  a full  slate 
of  consultation  services  for  a clinic  or  hospital. 

WORKSAFE  Serves  Physicians 

“Our  consultation  services  are  services  to 
physicians,  not  directly  to  patients,"  Merchant 
says.  “It  is  not  our  intention  to  circumvent 
health  care  providers  but  to  provide  them 
services  so  they  can  do  a better  job." 

Merchant  directs  UI  Flospitals  and  Clinics' 
occupational  medicine  clinic  in  internal  med- 
icine. He  notes  referrals  to  that  clinic  or  others 
at  the  UI  that  deal  with  spine,  hand  and  fore- 
arm injuries  are  services  Iowa  physicians 
should  know  about. 

Generally  speaking,  most  businesses  and 
industries  in  Iowa  are  represented  by  a local 
doctor  or  a family  physician  who  has  not  had 
specialty  training  in  occupational  health.  The 
companies  retain  these  physicians  as  a matter 
of  proximity  and  convenience.  One  of  WORK- 
SAFE  IOWA's  goals.  Merchant  explains,  is  to 
enable  these  physicians  to  serve  their  clients 


HEALTHY  ADVICE  — James  Merchant,  M.D.,  profes- 
sor and  director  of  the  University  of  Iowa  Institute  of  Ag- 
ricultural Medicine  and  Environmental  Health,  confers  with 
a patient  at  UI  Hospitals.  Photo  by  Jon  Van  Allen. 

with  the  best  possible  health  care,  with  par- 
ticular attention  to  occupational  health  con- 
cerns. WORKSAFE  IOWA  also  offers  indus- 
trial hygiene  consultation  services  which  may 
also  be  requested  by  physicians  providing  oc- 
cupational medicine  services. 

“We  are  eager  to  build  up  the  capabilities 
of  physicians  in  this  area  and  to  develop  af- 
filiation agreements  with  some  clinics  and  hos- 
pitals that  can  provide  comprehensive  occu- 
pational medicine  services  locally,"  Merchant 
says.  “The  incentive  and  interest  in  this  area 
is  rapidly  developing  and  awareness  of  the 
need  for  it  is  growing." 

Information  Resources 

As  physicians'  interest  in  this  area  grows, 
so  will  the  need  for  information.  WORKSAFE 
IOWA's  Information  Network  (WIIN)  and  re- 
source center  exists  to  fill  that  need,  says  net- 
work coordinator  Diane  Pepetone.  The  net- 
work offers  “memberships"  at  different  levels 
for  different  levels  of  usage.  Computerized  lit- 
erature searches  are  available,  and  the  net- 
work offers  access  to  databases  on  occupa- 
tional health. 

For  physicians  who  have  personal  com- 
puters and  modems,  an  electronic  “bulletin 
board"  listing  the  latest  conferences  and  other 
information  will  be  available.  Specific  occu- 
pational health  questions  can  be  left  on  the 

(Please  turn  to  page  214) 
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bulletin  board  for  IAMOH  staffers,  who  can 
reply  on  the  board  or  call  the  questioner. 
Printed  literature  and  audio-visual  materials 
can  also  be  obtained  from  information  spe- 
cialists at  WIIN. 

Cooperation  is  Key 

Information,  education,  training  and  con- 
sultation services  are  all  part  of  the  integrated 
approach  to  occupational  health  through 
WORKSAFE  IOWA.  "The  idea  of  cooperative 
education  is  central  to  our  program,"  Mer- 
chant says.  "Those  clinics,  hospitals,  HMOs 
and  other  groups  to  whom  we  provide  con- 
sultation services  will  be  investing  in  the  fu- 
ture by  cooperatively  helping  to  educate  and 
train  senior  medical  students  and  residents 
through  practicums  and  rotations." 

"This  kind  of  cooperative  education,  this 
give-and-take  between  student  and  practicing 
professional,  is  central  to  the  mission  of 
WORKSAFE  IOWA." 


Why  Buy  Equipment  For  Your 
Practice  . . . LEASE  IT  . . . and 
Increase  Your  Profits! 

Bankers  Leasing  Company  can  help  you  real- 
ize more  profits,  through  a specially-planned 
leasing  program  designed  to  fit  your  individual 
practice  needs.  Consider  these  advantages: 

• Leasing  lets  you  retain  cash  in  your  prac- 
tice and  keep  your  working  capital  working 
for  you 

• Lease  payments  are  100%  tax  deductible, 
when  properly  qualified 

• Leased  equipment  eliminates  obsoles- 
cence, allows  you  to  always  work  with  the 
latest  equipment  to  maintain  maximum  effi- 
ciency 

There  are  many  other  advantages  in  a pro- 
fessionally-planned Bankers  Leasing  program. 
Call  or  write  for  more  information. 

Bankers  Leasing  Company 

ATTN:  Jerry  Xanders  or  Dave  Selden 
1113  Locust  Street  • Des  Moines,  Iowa  50308 
Phone:  515/243-3690  or  Iowa  toll-free:  1-800-622-8335 


OlRAFATE 

(sucralfate)  Tablets 


BRIEF  SUMMARY 

CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  sucralfate. 

PRECAUTIONS 

Duodenal  ulcer  is  a chronic,  recurrent  disease.  While  short-term  treatment  with  sucralfate 
can  result  in  complete  healing  of  the  ulcer,  a successful  course  of  treatment  with 
sucralfate  should  not  be  expected  to  alter  the  post-healing  frequency  or  severity  of 
duodenal  ulceration 

Drug  Interactions:  Animal  studies  have  shown  that  simultaneous  administration 
of  CARAFATE  (sucralfate)  with  tetracycline,  phenytom,  digoxin,  or  cimetidme  will  result 
in  a statistically  significant  reduction  in  the  bioavailability  of  these  agents.  The  bioavailability 
of  these  agents  may  be  restored  simply  by  separating  the  administration  of  these 
agents  from  that  of  CARAFATE  by  two  hours.  This  interaction  appears  to  be  nonsys- 
temic  in  origin,  presumably  resulting  from  these  agents  being  bound  by  CARAFATE  in 
the  gastrointestinal  tract.  The  clinical  significance  of  these  animal  studies  is  yet  to  be 
defined.  However  because  of  the  potential  of  CARAFATE  to  alter  the  absorption  of 
some  drugs  from  the  gastrointestinal  tract,  the  separate  administration  of  CARAFATE 
from  that  of  other  agents  should  be  considered  when  alterations  in  bioavailability  are  felt 
to  be  critical  for  concomitantly  administered  drugs 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  Chronic  oral  toxicity 
studies  of  24  months'  duration  were  conducted  in  mice  and  rats  at  doses  up  to  1 gm/kg 
(12  times  the  human  dose).  There  was  no  evidence  of  drug-related  tumorigenicity.  A 
reproduction  study  in  rats  at  doses  up  to  38  times  the  human  dose  did  not  reveal  any 
indication  of  fertility  impairment  Mutagenicity  studies  were  not  conducted. 

Pregnancy:  Teratogenic  effects  Pregnancy  Category  B Teratogenicity  studies 
have  been  performed  in  mice,  rats,  and  rabbits  at  doses  up  to  50  times  the  human  dose 
and  have  revealed  no  evidence  of  harm  to  the  fetus  due  to  sucralfate.  There  are, 
however  no  adequate  and  well-controlled  studies  in  pregnant  women  Because  animal 
reproduction  studies  are  not  always  predictive  of  human  response,  this  drug  should  be 
used  during  pregnancy  only  if  clearly  needed 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk. 
Because  many  drugs  are  excreted  in  human  milk,  caution  should  be  exercised  when 
sucralfate  is  administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS 

Adverse  reactions  to  sucralfate  in  clinical  trials  were  minor  and  only  rarely  led  to 
discontinuation  of  the  drug.  In  studies  involving  over  2,500  patients  treated  with  sucralfate, 
adverse  effects  were  reported  in  121  (4  7%) 

Constipation  was  the  most  frequent  complaint  (2.2%).  Other  adverse  effects,  reported 
in  no  more  than  one  of  every  350  patients,  were  diarrhea,  nausea,  gastric  discomfort, 
indigestion,  dry  mouth,  rash,  pruritus,  back  pain,  dizziness,  sleepiness,  and  vertigo. 

OVERDOSAGE 

There  is  no  experience  in  humans  with  overdosage.  Acute  oral  toxicity  studies  in 
animals,  however,  using  doses  up  to  1 2 gm/kg  body  weight,  could  not  find  a lethal  dose. 
Risks  associated  with  overdosage  should,  therefore,  be  minimal 

DOSAGE  AND  ADMINISTRATION 

The  recommended  adult  oral  dosage  for  duodenal  ulcer  is  1 gm  four  times  a day  on 
an  empty  stomach 

Antacids  may  be  prescribed  as  needed  for  relief  of  pain  but  should  not  be  taken 
within  one-half  hour  before  or  after  sucralfate 
While  healing  with  sucralfate  may  occur  during  the  first  week  or  two,  treatment 
should  be  continued  for  4 to  8 weeks  unless  healing  has  been  demonstrated  by  x-ray  or 
endoscopic  examination 
HOW  SUPPLIED 

CARAFATE  (sucralfate)  1-gm  tablets  are  supplied  in  bottles  of  100  (NDC  0088-1712-47) 
and  in  Unit  Dose  Identification  Paks  of  100  (NDC  0088-1712-49).  Light' pink  scored 
oblong  tablets  are  embossed  with  CARAFATE  on  one  side  and  1712  bracketed  byC'son 
the  other.  Issued  1/87 
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Ulcer  therapy 
that  won’t  yield, 
even  to  smoking 

D 
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What  do  you  do  for  duodenal  ulcer  patients  who  should 
stop  smoking,  but  won't?  Both  cimetidine1  and  ranitidine2 
have  been  shown  less  effective  in  smokers  than 
nonsmokers. 

Choose  CARAFATE®  (sucralfate/Marion).  Two  recent 
studies  show  Carafate  to  be  as  effective  in  smokers  as 
nonsmokers 3,4  A difference  further  illustrated  in  a 
283-patient  study  comparing  sucralfate  to  cimetidine5: 

Ulcer  healing  rates: 

(at  four  weeks  of  therapy)5 

Sucralfate: 

All  patients  79.4% 

Smokers  81.6 

Cimetidine: 

All  patients  76.3% 


Carafate  has  a unique,  nonsystemic  mode  of  action 
that  enhances  the  body's  own  ulcer  healing  ability  and 
protects  the  damaged  mucosa  from  further  injury. 

When  your  ulcer  patient  is  a smoker,  prescribe  the 
ulcer  medication  that  won't  go  up  in  smoke:  safe, 
nonsystemic  Carafate. 


Nothing  works  like 


CXrafate 

sucralfate/Marion 


Smokers  62.5% 

'Significantly  greater  than  cimetidine  smoker  group  (P< .05) 


Please  see  adjoining  page  for  references  and  brief  summary  of  prescribing  information. 
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ARMY  RESERVE 


MEDICAL  PROFILE  NO.7 


111  The  work  l'  m doing  in  the  Army  Reserve  fits 
perfectly  with  my  academic  research  interests  in  civilian 
life.  The  Army  is  very  concerned  with  the  effects  of 
high -altitude  cerebral  edema,  which  is  a mirror  model 
of  cerebral  hypoxia,  something  I deal  with  every  day 
in  our  neurosurgical  intensive  care  unit.  I couldn’t  ask 
for  a smoother  transition.  And  that’s  true  for  a lot  of 
Reserve  physicians.  All  we  really  do  is  change  our  clothes, 
not  our  mindset. 

“Some  of  the  projects  the  Army  is  undertaking 
are  on  the  cutting  edge  of  research.  For  example,  I’m 
currently  involved  in  developing  for  the  Army  a proto- 
type of  a non-invasive  intracranial  pressure -monitoring 
device  that  we  hope  will  allow  us  to  measure  pressure 
changes  as  the  brain  swells— without  drilling  holes 
in  the  skull.  If  we  can  get  our  design  to  work,  such  a 
device  could  revolutionize  high -altitude  medicine  as  well 
as  civilian  neurosurgical  care. 

“The  quality  of  medicine  and  the  caliber  of  people 
I’ve  been  associated  with  in  the  Army  Reserve  are, 
without  question,  equal  to  civilian  hospitals.  In  fact,  I’m 
giving  serious  consideration  to  applying  for  an  active 
duty  academic  position  in  Army  Medicine  when  my 
residency  ends  at  Massachusetts  General.  Mt 

Find  out  more  about  the  medical  opportunities 
in  the  Army  Reserve.  Call  toll  free  1-800 -USA -ARMY. 


ALLAN  J.  HAMILTON,  M.D. 

Neurosurgical  Resident  and  Research  Fellow, 

Massachusetts  General  Hospital,  Boston,  Massachusetts. 
Captain,  U.S.  Army  Reserve. 

EDUCATION  Ithaca  College,  B.A.  (Magna  Cum  Laude); 
Hamilton  College  (Pre-med);  Harvard  Medical  School. 

RESIDENCY  General  Surgical  Internship.  Neurosurgical 
Residency,  Massachusetts  General  Hospital. 

CONTINUING  EDUCATION  Neurology  and  Neuro- 
surgery Research  Fellowship  Training,  National  Institutes 
of  Health. 

, OUTSTANDING  ACHIEVEMENTS  Olsen  Memorial 

Fellowship,  National  Masonic  Medical  Research  Foundation; 
Albert  Schweitzer  Fellowship,  International  Albert  Schweitzer 
Foundation;  Harvard  Medical  School  Cabot  Prize  for  Best 
Senior  Thesis;  recently  published  article,  “Who  Shall  Live 
and  Who  Shall  Die”  in  Newsweek  Magazine. 


Soldier  being  examined  for  effects  of  high-altitude  cerebral  edema. 


ARMY  RESERVE  MEDICINE. 
BEALLYOUCANBE. 


patient  guide 


TO 

PRESCRIPTION 

INFORMATION 


This  book  about  drugs  is  different... 
it’s  written  in  English 


Patients  often  have  questions  about  their 
prescription  drugs , even  after  their  doctor  has  taken 
the  time  to  discuss  their  medication  with  them. 

That’s  why  every  Peoples  Drug  Store  has  a 
copy  of  the  “Patient  Guide  to  Prescription  Drugs’  ’. 
It’s  an  authoritative  directory  that  provides  the 
drug  information  patients  need  most.  It  informs 
them  about  side  effects,  dosages,  and  almost 


everything  they  need  to  know  in  order  to  take 
their  medication  properly. 

And,  unlike  many  books  on  drugs,  it  does 
it  all  without  complicated  jargon,  using  clear, 
straightforward  writing  that’s  easy  to  understand. 
You  see,  when  it  comes  to  helping  people  get  the 
most  from  their  prescriptions  Peoples  wants  to 
make  sure  we’re  all  talking  the  same  language. 


Every  Peoples  has  an  unlisted  phone  that’s  reserx’ed 
only  for  doctors  and  answered  only  by  pharmacists. 
Please  call  your  local  store  to  obtain  the  number. 


■PEOPLES 
DRUG 

the  convenience  you  want  . . .the  SAVINGS  you  deserve 


One  Number 

David  E.  Abisror,  M.D.  • Anil  K.  Agarwal,  M.D.  • Robert  J.  Anderson,  M.D.  • R.  V.  Andrews,  M.D.  • Vito  A. 
Angelillo,  M.D.  • Dean  F.  Arkfeld,  M.D.  • Eugene  J.  Barone,  M.D.  • Richard  G.  Belatti  Jr.,  M.D.  • Donald  R. 
Bennett,  M.D.  • Chhanda  Bewtra,  M.D.  • Martin  H.  Bierman,  M.D.  • Marvin  J.  Bittner,  M.D.  • Joel  N.  Bleicher, 
M.D.  • Patrick  J.  Bogard,  M.D.  • Richard  W.  Booth,  M.D.  • Patrick  W.  Bowman,  M.D.  • Alfred  W.  Brody,  M.D.  • 
Patrick  E.  Brookhouser,  M.D.  • John  H.  Brush,  M.D.  • Walter  A.  Brzezinski,  M.D.  • Steven  S.  Butt,  M.D.  • Clayton 
J.  Campbell,  M.D.  • James  T.  Cassidy,  M.D.  • Methven  D.  Cathro,  M.D.  • Mieczyslaw  M.  Cegielski,  M.D.  • David 
H.  Chait,  M.D.  • Steven  A.  Chartrand,  M.D.  • Mark  D.  Christensen,  M.D.  • Terrence  F.  Ciurej,  M.D.  • George  O. 
Clifford,  M.D.  • John  F.  Connolly,  M.D.  • P.  James  Connor,  M.D.  • Kevin  P.  Corley,  M.D.  • Robert  S.  Cox  Jr.,  M.D.  • 
Carl  H.  Dahl,  M.D.  • James  W.  Daly,  M.D.  • Helen-Sinh  T.  B.  Dang,  M.D.  • H.  Jeoffrey  Deeths,  M.D.  • Peter  R. 
DeMarco,  M.D.  • Tom  R.  DeMeester,  M.D.  • Euclid  R.  J.  DeSouza,  M.B.B.S.  • Meera  N.  Dewan,  M.D.  • Naresh  A. 
Dewan,  M.D  - Mark  J.  Diercks,  M.D.  • Carol  A.  Drake,  M.D.  • David  L.  Dworzack,  M.D.  • John  F.  Edland,  M.D.  • 
John  J.  Edney,  M.D.  • Dennis  J.  Esterbrooks,  M.D.  • Robert  J.  Fagnant,  M.D.  • Robert  G.  Faier,  M.D.  • Rose  F. 
Faithe,  M.D.  • James  J.  Faylor,  M.D.  • Richard  J.  Feldhaus,  M.D.  • John  J.  Ferry,  M.D.  • Robert  J.  Fitzgibbons  Jr., 
M.D.  • Robert  J.  Fitzgibbons  Sr.,  M.D.  • Timothy  C.  Fitzgibbons,  M.D.  • William  P.  Fitzgibbons,  M.D.  • Francis  M. 
Fitzmaurice,  M.D.  • Thomas  S.  Forrest,  M.D.  • Mathis  P.  Frick,  M.D.  • Alan  H.  Fruin,  M.D.  • Ramon  M.  Fusaro, 
M.D.  • Ray  D.  Gaines,  M.D.  • J.  Christopher  Gallagher,  M.D.  • Robyn  Gembol,  M.D.  • Dipti  Ghoshal,  M.D.  • Ellen 
E.  Golden,  M.D.  • Paul  D.  Goodrich,  M.D.  • John  L.  Gordon,  M.D.  • Peter  M.  Gordon,  M.D.  • R.  Michael  Gross, 
M.D.  • Michael  L.  Grush,  M.D.  • Jud  W.  Gurney,  M.D.  • Michael  J.  Haller,  M.D.  • Michael  D.  Hammeke,  M.D.  • 
Thomas  T.  Hee,  M.D.  • John  J.  Heieck,  M.D.  • Mary  H.  Heintz,  M.D.  • Jerrad  J.  Hertzler,  M.D.  • Washington  C. 
Hill,  M.D.  • Bruce  A.  Holcomb,  M.D.  • Joseph  M.  Holthaus,  M.D.  • Pum-Hi  Hong,  M.D.  • Russell  J.  Hopp,  D.O.  • 
Michael  J.  Horn,  M.D.  • Edward  A.  Horowitz,  M.D.  • Mark  B.  Horton,  M.D.  • Robert  M.  Howell,  M.D.  • William  J. 
Hunter,  M.D.  • John  A.  Hurley,  M.D.  • Harry  J.  Jenkins,  M.D.  • James  F.  Johnson,  M.D.  • O.  Kenneth  Johnson, 
M.D.  • Paul  S.  Johnson,  M.D.  - Warren  T.  Kable,  M.D.  • David  A.  Katz,  M.D.  • J.  Whitney  Kelley,  M.D.  • Charles  M. 
Kelly,  M.D.  • Jay  G.  Kenik,  M.D.  • Jai  K.  Koh,  M.D.  • Bernard  L.  Kratochvil,  M.D.  • Harold  J.  Kuehn,  M.D.  • Sandra 
J.  Landmark,  M.D.  • Clayton  A.  Lang,  M.D.  • Stephen  J.  Lanspa,  M.D.  • Mary  B.  Laya,  M.D.  • Arnold  W.  Lempka, 
M.D.  • Gernon  A.  Longo,  M.D.  • Robert  J.  Luby,  M.D.  • Henry  T.  Lynch,  M.D.  • Joseph  D.  Lynch,  M.D.  • James  A. 
Mailliard,  M.D.  • James  L.  Manion,  M.D.  • George  D.  Maragos,  M.D.  • M.  Frederick  Marsh,  M.D.  • John  J. 
McCarthy,  M.D.  • John  O.  McCarthy,  M.D.  • George  A.  McClellan,  M.D.  • James  E.  McGill,  M.D.  • Matilda  S. 
Mclntire,  M.D.  • Patrick  J.  McKenna,  M.D.  • John  F.  McLeay,  M.D.  • Satish  K.  Mediratta,  M.D.  • Samuel  H.  Mehr, 
M.D.  • Syed  M.  Mohiuddin,  M.D.  • Gilles  R.  G.  Monif,  M.D.  • Iris  J.  Moore,  M.D.  • Aryan  N.  Mooss,  M.D.  • Michael 
J.  Morrison,  M.D.  • Kirk  B.  Muffly,  M.D.  • Patrick  Mulligan,  D.D.S.  • Richard  P.  Murphy,  M.D.  • Kevin  D.  Nohner, 
M.D.  • Walter  J.  O’Donohue  Jr.,  M.D.  • James  P.  O’Hara,  M.D.  • James  V.  Ortman,  M.D.  • Donald  J.  Pavelka, 
M.D.  • Dwaine  J.  Peetz  Jr.,  M.D.  • Fred  J.  Pettid,  M.D.  • Howard  F.  Poepsel,  M.D.  • Jeffrey  C.  Popp,  M.D.  • 
Thomas  J.  Poulton,  M.D.  • Laurel  C.  Preheim,  M.D.  • Ira  A.  Priluck,  M.D.  • Thomas  S.  Pruse,  M.D.  • Mary  P. 
Pugsley,  M.D.  • Robert  R.  Recker,  M.D.  • Marc  S.  Rendell,  M.D.  • Allan  M.  Rubin,  M.D.  • Vincent  Runco,  M.D.  • 
Charles  T.  Rush,  M.D.  • Jose  A.  Saporta,  M.D.  • Mary  A.  Schermann,  M.D.  • Edward  M.  Schima,  M.D.  • William 
J.  Schlueter,  M.D.  • Judith  S.  Schreiman,  M.D.  • Richard  D.  Schultz,  M.D.  • Michael  H.  Sketch,  M.D.  • Patrick  A. 
Smith,  M D.  • Thomas  C.  Smyrk,  M.D.  • Gamini  Soori,  M.D.  • Janet  S.  Soori,  M.D.  • James  F.  Stanosheck,  M.D. 

• Andrea  J.  Steenson,  M.D.  • Paul  E.  Steffes,  M.D.  • Robert  E.  Steg,  M.D.  • Brent  V.  Stromberg,  M.D.  • Jeffrey 
T.  Sugimoto,  M.D.  • Charles  Taylon,  M.D.  • Alan  G.  Thorson,  M.D.  • Robert  G.  Townley,  M.D.  • Louis  F.  Tribulato, 
M.D.  • Robert  N.  Troia,  M.D.  • Sebastian  J.  Troia,  M.D.  • Chang-Yong  Tsao,  M.D.  • John  A.  Ursick,  M.D.  • 
Donald  M.  Uzendoski,  M.D.  • Jalleh  Vafai,  M.D.  • Kathleen  E.  Wilken,  M.D.  • Michael  D.  Wilmont,  M.D. 

• Mark  P.  Woodruff,  M.D.  • Jack  R.  Zastera,  M.D,  • Ziad  L.  Zawaideh,  M.D.  • Cecile  M.  Zielinski,  M.D. 


1-800-228RSVP 

One  number  puts  you  in  touch  with  over  180  physicians  in  75 
specialty  areas  — 24  hours  a day. 

RSVP  gives  you  a direct  line  to  the  Creighton  University /Saint 
Joseph  Hospital  medical  faculty  for  discussion  of  patients  and  patient 
related  problems,  from  emergencies  to  long  term  treatment  protocols. 

RSVP  also  provides  special  follow-up  services  to  /7£\  Jl£^\ 

any  of  your  patients  referred  to  Saint  Joseph  Hospital  I if  Wj  I W) 

For  more  information,  call  our  toll  free  number,  I JJ  If/  I 
1-800-228-RSVP,  and  ask  for  the  RSVP  Coordinator,  w wr 

Regional  System  for  Visiting  Physicians 


Ken  Choquette 


Questions  and  Answers 


Working  for  a Safe  Environment 


Environmental  health  and  safety  activ- 
ities of  the  Iowa  Department  of  Public 
Health  are  discussed.  The  author  is  chief 
of  the  DPH  Bureau  of  Health  Engi- 
neering and  Consumer  Safety. 


What  are  the  activities  of  the  Iowa  Department 
of  Public  Health  (DPH)  regarding  environmen- 
tal health  and  safety? 

The  department  was  created  to  address 
environmental  health  problems  related  to  food, 
water  and  housing.  The  DPH  conducts  in- 
spections of  grade  A milk.  X-ray  and  radio- 
active materials,  swimming  pools  (sanitation 
only)  and  state  plumbing  code  engineering, 
PCB  and  asbestos,  consumer  product  recall, 
burial  preparations,  mass  gathering  sites  and 
institutions. 

In  addition,  the  department  conducts 
health  evaluations  and  consultations  in  the 
areas  of  disease  reporting/surveillance,  hous- 
ing, water  supplies,  indoor  air  pollution,  toxic 
substances  in  the  workplace,  radon  in  homes, 
child  poisonings,  risk  reduction,  disaster  re- 
sponse (radioactive  and  natural),  lead  abate- 
ment, fluoridation  and  toxic  substance  expo- 
sure at  hazardous  waste  sites. 


There  is  a need  to  expand  DPH  activities 
— particularly  in  environmental  epidemiology 
and  toxic  disease  reporting  and  public  aware- 
ness. Preliminary  efforts  are  in  place  to  inves- 
tigate episodes  of  groundwater  contamina- 
tion, indoor  air  problems  and  occupation- 
related  complaints. 

What  are  some  of  the  environmental  health  haz- 
ards facing  all  lowans? 

Major  health  hazards  that  need  more  at- 
tention include  motor  vehicle  accidents,  aquatic 
injury,  indoor  air  contaminants,  safety  and 
toxic  hazards  in  the  work  place,  contamination 
of  private  water  supplies,  contamination  of 
fresh  water  lakes  and  streams,  groundwater 
contamination,  lifestyle  hazards  and  cancer  and 
birth  defects  from  low  and  high  level  expo- 
sures. 

What  special  health  hazards  are  faced  by  Iowa 
farmers? 

Farmers  face  numerous  hazards  including 
traumatic  injury,  toxic  chemical  threats,  in- 
door air  pollution  and  respiratory  problems. 
There  have  been  epidemiologic  studies  that 
show  increased  cancer  risk  — especially  leu- 
kemia — to  farmers. 

What  legislation  does  the  DPH  support  to  make 
our  environment  safer? 

The  DPH  needs  specific  new  legislation 
and  additional  staff  to  provide  better  public 
awareness  of  health  risks  through  improved 

(Please  turn  to  page  218) 
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disease  surveillance,  hazard  evaluation  and 
coordinated  assistance  programs  to  local  health 
agencies. 

The  DPH  supports  increased  funding  for 
groundwater  activities,  legislation  regarding 
swimming  pool  inspections,  increasing  lead 
abatement  grants  to  city/county  boards  of 
health,  nonionizing  radiation  monitoring  and 
consultations  and  radon  monitoring  and  con- 
sultations. 

Additional  legislation  for  groundwater 
protection,  field  inspections  of  well  construc- 
tion and  boating  safety  to  be  implemented  by 
other  state  agencies  is  also  supported  by  the 
DPH. 

How  can  Iowa  physicians  help  efforts  to  reduce 
environmental  hazards? 


• Be  aware  of  environmental  hazards  and 
prevention  methods;  read  the  Iowa  Disease  Bul- 
letin. 

• Always  collect  occupational  and  expo- 
sure histories  (e.g.  inhalation  hazards,  work- 
ing conditions,  family  histories,  water  sources, 
lifestyle). 

• Report  to  the  DPH  diseases,  injuries  or 
consumer  product-related  accidents  that 
should  be  assessed.  Consider  reporting  any 
unusual  disease  pattern.  The  DPH  is  commit- 
ted to  investigate  and  evaluate  these  problems 
and  make  recommendations  for  control. 

• Always  consider  the  possibility  a pa- 
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Malignant  Melanoma: 

A Disease  on  the  Increase 


PAUL  E.  JOHNSON,  M.D. 

Sioux  City,  Iowa 

LESTER  R.  DRAGSTEDT,  II,  M.D. 
Des  Moines,  Iowa 


The  authors  outline  a study  of  30  cases 
of  malignant  melanoma  and  evaluate 
changing  concepts  of  treatment.  Trau- 
matic sun  exposure  as  an  etiologic  agent 
is  discussed. 


Malignant  melanoma  is  increasing  in  the 
U.S.  at  an  alarming  annual  rate  of  4- 
8%.  There  has  also  been  an  evolution  in  sur- 
gical treatment  as  we  better  understand  the 
natural  history  of  the  disease. 

This  paper  reviews  30  cases  of  melanoma 
at  the  Veterans  Administration  Medical  Center 
in  Des  Moines,  Iowa,  from  January  1972  to 
December  1985. 

Study  Results 

All  our  patients  were  Caucasian  males. 
Nationally  about  98%  of  malignant  melanoma 


Dr.  Johnson  practices  general  surgery  in  Sioux  City.  Dr.  Dragstedt 
is  a surgeon  with  the  Veterans  Administration  Medical  Center  in  Des 
Moines. 


cases  are  Caucasian  and  50%  male.1  Our  me- 
dian age  group  was  60-70  years  compared  to 
40-50  years  nationally.  Body  distribution  was 
similar  to  national  statistics  with  the  trunk  the 
predominant  site  in  40%  followed  by  head/ 
neck  in  27%.  Ten  percent  had  unknown  pri- 
maries. 

At  the  time  of  presentation,  10%  had 
lymph  node  metastases.  Distant  metastases 
were  found  in  7%.  So  far,  33%  of  the  30  pa- 
tients have  died  from  their  melanoma.  Four 
died  of  other  causes,  15  are  alive  without  re- 
currence and  one  is  alive  with  recurrence. 

Our  pathologists  utilized  Clark's  Level  of 
classification  to  describe  the  extent  of  mela- 
noma invasion  (Table  1).  Breslow  thickness  — 
a measurement  of  depth  of  invasion  — is  an- 
other classification  system  used  by  clinicians 
to  predict  prognosis. 

In  our  series,  no  patients  with  Clark's  Level 
I or  II  died  or  had  recurrence.  In  those  with 
Clark's  Level  III  or  greater,  61%  have  died  or 
have  recurrence.  All  patients  with  unknown 
primaries  died.  None  of  the  4 patients  with 
choroid  melanoma  of  the  eye  has  had  recur- 
rence or  has  died  from  melanoma. 

No  patients  under  50  years  old  presented 
with  levels  I or  II.  Most  of  these  superficial 
lesions  were  Hutchinson's  melanotic  freckles 
(HMF),  a lesion  with  a good  prognosis.  Their 
later  onset  in  life  reflects  the  current  belief  that 
HMF  is  a result  of  cummulative  sun  exposure 
unlike  nodular  melanoma  (NM)  or  superficial 
spreading  melanoma  (SSM).2 
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TABLE  1 

SURVIVAL:  30  PATIENTS  — DMVAMC 


5 Yr 
Survival 

Average 
Time  Between 
Diagnosis 
& Death 

CLARK'S  LEVEL 

1 (epidermis) 

1 00% 

— 

II  (papillary  dermis) 

1 00% 

— 

III  (papillary/reticular  interface) 

80% 

45  months 

IV  (reticular  dermis) 

50% 

28  months 

V (beyond  dermis) 

0% 

19  months 

Unknown  Primary 

0% 

7 months 

TABLE  2 

BORDERS  OF  RESECTION:  30  PATIENTS  — 

DMVAMC 

No.  of 

% Death  or 

Border  of  Resection 

Patients 

Recurrence 

<1  cm 

4 

25% 

1-3  cm 

7 

29% 

3-5  cm 

8 

38% 

>5  cm 

3 

33% 

Enucleation 

4 

0 

Unknown  1 

3 

100% 

Unknown  Borders 

1 

1 00% 

Lymph  node  and  brain  metastases  were 
the  most  common  sites  of  metastases  (4  pa- 
tients each).  Other  sites  were  liver,  lung  and 
bone  (2  patients  each). 

Survival  Rates 

Our  5-year  survivals  reflect  poorer  prog- 
nosis and  decreased  length  of  survival  with 
increasing  penetration  of  the  skin  by  the  tumor 
(Table  1). 

We  studied  the  surface  size  of  the  tumor 
with  respect  to  death  and  recurrence  and  found 
no  definite  trend.  There  was  some  suggestion 
<1  cm  surface  size  had  the  best  prognosis  while 
1-2  cm  tumors  had  the  worst.  Those  >2  cm 
had  an  intermediate  prognosis.  This  may  be 
due  to  the  fact  that  >2  cm  tend  to  be  SSM 
rather  than  NM,  which  have  a poorer  prog- 
nosis. 

In  analyzing  borders  of  resection  we  found 
no  correlation  between  border  of  resection  and 
survival  or  recurrence  (Table  2). 

We  found  a sharp  increase  in  annual  in- 
cidence, from  an  average  of  .6  cases  per  year 


between  1972  and  1978  to  3.1  cases  per  year 
from  1979-1985.  The  occupations  of  those  with 
melanoma  were  predominately  indoor  jobs. 
However,  in  the  first  7 years  of  the  study  farm- 
ers were  predominant  among  those  contract- 
ing melanoma  by  almost  2 to  1.  In  the  last  7 
years,  the  indoor  occupational  group  was  most 
common  by  the  same  ratio.  This  reflects  a pop- 
ulation shift  from  rural  to  urban  and  an  in- 
crease in  recreational  sun  exposure. 

About  30%  of  patients  felt  their  tumors 
had  arisen  from  previous  "moles."  None  of 
the  patients  had  been  exposed  to  atomic  bomb 
radiation.  Ten  percent  were  found  to  have 
multiple  dysplastic  nevi  on  physical  exam. 

Discussion 

Exposure  to  ultraviolet  sunlight  is  the  pri- 
mary environmental  agent  implicated  in  de- 
velopment of  melanoma.  In  the  "initiator-pro- 
moter" theory  of  cancer  inducement,  it  has 
been  suggested  that  a benign  nevus  may  play 
the  role  of  "initiator,"  while  UV  light  acts  on 
the  nevus  as  a "promoter"  to  cause  malignant 
change.  Florescent  lights,  estrogen  and  trauma 
(burns,  etc.)  have  also  been  suggested  as  hav- 
ing a causal  relationship  to  melanoma.2 

Most  data,  including  ours,  now  point  to 
the  belief  that  chronic  sun  exposure  can  lead 
to  development  of  the  HMF  type  of  mela- 
noma. Unfortunately,  90%  of  melanomas  are 
SSM  or  the  more  virulent  NM.  These  types  are 
felt  to  be  related  to  traumatic  sun  exposure.3 

Recreational,  intermittent  or  traumatic  sun 
exposure  — typified  by  sunburning,  blistering 
and  pain  — helps  explain  the  increased  rate 
of  melanoma  in  those  with  indoor  jobs.  It  also 
explains  the  high  rate  of  truncal  involvement. 
However,  continuous  tanning  is  probably  pro- 
tective. 

Surgical  Treatment 

Surgical  treatment  of  melanoma  has 
undergone  a great  deal  of  change.  Ten  years 
ago,  most  non-head  and  neck  melanomas  were 
removed  with  5 cm  borders.  Today,  most  ad- 
vocate borders  of  3 cm  or  less.  Perhaps  the 
easiest  system  to  remember  is  the  "1-2-3  rule" 
by  Fisher.4  He  advocates  1 cm  borders  of  re- 
section if  the  Breslow  level  is  <0.75  mm,  2 cm 
for  1.7-3. 6 mm  and  3 cm  if  >3.6  mm.  Urist,  et 
al  feel  any  lesion  deeper  than  1 mm,  ulcerative 
or  in  areas  of  higher  risk  such  as  the  back, 
posterior-lateral  arms,  neck  and  scalp  (i.e.,  the 
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so-called  “BANS"  areas)  needs  3 cm  borders.5 
Most  take  the  subcutaneous  tissue  but  leave 
the  fascia. 

All  agree  lymph  node  dissections  should 
be  done  for  palpable  lymph  nodes.  However, 
controversy  remains  concerning  indications  for 
prophylactic  lymph  node  dissections  (PLND). 
For  example,  studies  by  the  World  Health  Or- 
ganization, Elder  and  Lang,  et  al  showed  no 
survival  benefit  to  PLND.6' 7- 8 Balch,  et  al  con- 
tinued to  show  some  benefits  in  those  with 
lesions  .75  to  4 mm.9  Others  also  believe  those 
which  are  ulcerative  or  in  the  "BANS"  region 
need  PLND.  Our  study  was  not  large  enough 
to  support  either  view.  We  did  4 prophylactic 
node  dissections.  Two  patients  eventually  died 
with  melanoma,  one  having  had  positive  nodes 
at  time  of  dissection. 

A review  of  admission  physical  exams  on 
our  30  patients  revealed  a poorly  documented 
skin  exam  in  nearly  every  case.  With  the  dis- 
covery of  the  dysplastic  nevi  syndrome,  a good 
physical  exam  can  identify  those  at  increased 
risk  for  melanoma  and  allow  treatment  at  an 
earlier  stage. 


In  identifying  the  dysplastic  nevus  syn- 
drome, remember  these  lesions  are  frequently 
multicolored  with  irregular  borders,  usually  >6 
mm  in  size,  often  >100  in  number  (average 
adult  has  40  or  less)  and  are  most  common  on 
the  back.10  This  syndrome  occurs  in  about  2- 
5%  of  the  population  and  accounts  for  5.5% 
of  cases  of  melanoma.11 

Summary 

Malignant  melanoma  is  a dangerous  can- 
cer which  is  increasing  in  incidence.  This  dis- 
ease is  curable  when  detected  early.  None  of 
our  Clark's  Level  I or  II  patients  died,  while 
the  more  advanced  stages  are  directly  corre- 
lated with  length  of  patient  survival. 

Surgical  removal  is  the  only  effective  cure, 
with  the  emphasis  on  more  conservative  bor- 
ders of  excision  and  eliminating  prophylactic 
lymph  node  dissections. 
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The  Editor  Comments 


Rural  Health 


Cows  are  dumb.  I came  to  that  conclusion 
while  herding  the  critters  along  a dusty 
road  in  the  drought  years  of  the  1930's.  My 
task  was  to  herd  the  cows  along  the  road  so 
they  might  feed  on  the  weeds.  There  were  few 
automobiles  along  a country  road,  but  when 
one  did  come  at  least  one  cow  wandered  onto 
the  road  as  though  to  challenge  the  driver. 
Another  cow  would  try  to  get  through  a fence 
to  reach  the  green  corn  which  was  not  con- 
ducive to  a cow's  good  health. 

Dust  was  an  ever  present  scourge.  Dust 
clouds  blotted  out  the  sun's  rays,  casting  a 
shadow  darker  than  a total  eclipse.  Breathing 
great  amounts  of  dust-laden  air  was  a true 
health  hazard.  Many  people  wore  cloth  masks. 

After  the  drought  ended,  irrigation  became 
part  of  farming.  But  there  still  was  dust.  As 
plows,  combines  (earlier  reapers  and  thresh- 
ing machines)  or  com  pickers  were  driven  back 
and  forth  across  the  fields,  the  farmer  was  sub- 
ject to  dust.  Later  mobile  farm  machines  were 
equipped  with  air-conditioned  cabs,  but  still 
the  dust  had  to  be  reckoned  with.  It  is  still  a 
problem. 

Farm  accidents  have  always  been  a prob- 
lem. On  the  farm  where  I worked  as  a lad,  the 
main  source  of  power  for  drawing  machines 
through  the  fields  were  horses.  I was  always 
admonished  never  to  walk  behind  a horse;  to 
always  warn  the  horse  by  voice  of  one's  pres- 
ence. The  horse  gave  way  to  the  tractor  and 
the  one  I remember  most  was  a big  green 
monster  known  as  a Model  B John  Deere.  Its 
great  danger  was  the  open  fly-wheel  that 


whirled  along  the  side  of  the  engine  mount- 
ing, luring  an  unsuspecting  victim  into  its 
clutches.  Older  tractors  were  unstable  with  the 
narrowly  spaced  front  wheels.  The  farmer 
feared  the  tractor  tipping  over  and  pinning 
him  against  the  ground. 

Have  you  ever  been  hit  across  the  side  of 
the  head  by  a cow's  tail  — a tail  laden  with 
frozen  manure?  It  hurts  and  can  be  dangerous. 
Milking  was  done  by  hand.  Perched  on  a one- 
legged  stool,  the  milker  twice  a day  endured 
this  hazard  and  that  of  being  kicked  or  stepped 
upon  by  the  cow.  Oh,  it  had  its  good  aspects 
too  . . . the  cow  presented  a warm  body  to 
lean  against  and  the  “udder"  advantage  was 
your  hands  kept  warm  during  the  process. 

Those  were  some  of  the  hazards  of  rural  life 
50  years  ago.  Now  there  are  others,  some  a 
threat  to  the  farmer  and  to  the  entire  popu- 
lation. Farm  accidents  are  still  high  on  the  list. 
Safety  measures  and  prevention  education  are 
constant  considerations.  Chemicals  are  a se- 
rious hazard,  to  the  farmer  and  the  environ- 
ment. Dust  is  still  present,  causing  health  haz- 
ards to  the  worker  besides  the  danger  of  dust 
explosions. 

The  farmers  of  today  are  a sophisticated 
segment  of  society.  Their  knowledge  of  the 
hazards  in  their  environment  is  widespread. 
They  seek  the  answers  to  make  their  lives  more 
wholesome  and  avoid  endangering  the  envi- 
ronment. 

Medical  and  agricultural  science  have  done 
much  research  in  these  areas  and  continue  to 
provide  answers  to  potential  problems.  This 
issue  of  iowa  medicine  is  dedicated  to  that  en- 
deavor, for  truly  the  farmer  and  his  produc- 
tivity in  a safe  environment  are  a concern  of 
all,  medicine  not  excluded.  — M.E.A. 
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A New  Organ  System 

What  might  you  think  of  a physician  who 
somehow  emerged  from  our  educa- 
tional system  with  essentially  no  knowledge 
of  one  organ  system,  for  example  the  gastroin- 
testinal? Might  that  doctor's  patients  at  times 
be  puzzled,  maybe  even  anxious?  And  would 
the  doctor  sometimes  feel  confused  by  ordi- 
nary medical  literature  and  frustrated  at  how 
illnesses  and  outcomes  were  erratically  or  trag- 
ically bizarre  or  mysterious? 

Unthinkable,  you  might  say,  for  such  an 
educational  anomaly  to  occur.  I agree.  Yet,  if 
such  an  omission  did  happen,  an  educational 
remedy  could  set  the  matter  right.  Again  I 
agree,  but  the  process  might  not  be  so  simple 
as  one  might  think  because  of  the  relationships 
each  organ  system  has  with  others. 

Consider  the  turmoil  many  practitioners 
now  feel  about  their  work  — not  the  bioscience 
and  its  vocabulary,  concepts,  skills  and  haz- 
ards, but  the  vast  changes  in  the  socioeco- 
nomic side:  vocabulary,  paperwork,  peer  re- 
view, regulation,  insurance  problems, 
advertising,  competition,  computers,  account- 
ability and  the  threat  of  diminished  authority 
and  income.  I'm  not  sure  it  will  provide  much 
comfort,  but  try  thinking  of  these  phenomena 
as  an  organ  system,  one  that  didn't  really  exist 
before.  Now,  for  reasons  we  may  or  may  not 
comprehend,  this  organ  system  has  hypertro- 
phied to  an  amazing  and  fearsome  degree.  You 
might  prefer  to  think  I've  described  a metas- 
tasizing malignancy,  but  humor  me  with  my 
extended  metaphor. 

Among  physicians  who  feel  trapped,  an- 
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gry  or  resentful  over  this  new  'sociocultural 
organ,'  responses  are  predictable.  One  is  de- 
nial ("It  isn't  there,  or  if  it  is,  it  will  soon  go  away 
by  itself");  another  is  to  fight  the  enemy  ("I'll, 
be  damned  if  I'll  follow  the  rules.  I'll  complain 
to  my  congressman");  another  is  passive/ag- 
gressive behavior  ("I'll  make  them  keep 
hounding  me.  They  might  tire  and  leave  me 
alone");  another  is  petulant  revenge  ("I'll 
counsel  my  children  and  others  not  to  go  into 
medicine").  These  responses  are  non-con- 
structive,  futile,  even  counterproductive. 

What  I suggest  is  an  educational  re- 
sponse. Study  the  socioeconomic  aspect  of 
medicine  as  you  would  a new  organ  system. 
What  is  its  structure  (anatomy)?  Its  function 
(physiology)?  What  makes  it  go  awry  (pathol- 
ogy)? How  does  it  manifest  itself  (diagnosis)? 
What  influences  or  alters  it  (therapeutics)?  If 
its  presence  or  disorders  won't  go  away,  what 
adaptive  behavior  would  be  most  fruitful  (re- 
habilitation)? What  would  slow  or  quell  its  ex- 
tension (preventive  medicine)?  If  this  is  an  or- 
gan system  of  the  body  politic  rather  than  one 
of  the  body,  the  appropriate  disciplines  are 
epidemiology  and  social  sciences  such  as  pol- 
itics, history,  sociology  and  economics.  Our 
curricula  may  gradually  start  to  include  them. 

Emotional  responses  (anger,  melancholy) 
and  related  behavioral  responses  (rage,  early 
retirement)  are  typical  of  older  physicians  or 
less  adaptable  physicians  of  any  age.  Resilient 
physicians  and  most  new  physicians  will  learn 
how  to  deal  with  the  new  organ  system  pro- 
ductively. They  will  view  its  challenges  as  op- 
portunities. They  will  learn  to  work  within  the 
frame  of  its  undeniable  existence.  They  may 
even  learn  how  to  make  it  beneficial  for  them- 
selves and  their  patients.  They  will  learn  how, 
given  what  seems  a lemon,  to  make  lemonade. 
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In  a recent  survey,  4,120  participating  physicians  gave 
us  their  views1  on  INDERAL  LA  in  the  treatment  of 
hypertension,  angina  and  migraine. 

inderal  la  is  their  preferred 
beta  blocker 

. . .of  the  nearly  three  out  of  four  physicians  responding 
to  the  questionnaire,  an  impressive  97%  rated  INDERAL 
LA  good  to  excellent  for  overall  performance.  Virtually  all 
cited  efficacy,  tolerability,  long-term  cardiovascular  pro- 
tection and  once-daily  convenience  as  important  factors 
in  their  choosing  to  prescribe  INDERAL  LA. 


eral  la  promotes  patient 
mpliance 

irtually  every  responding  physician  rated  patient  sat- 
ction  with  INDERAL  LA  to  be  as  good  as,  or  better 


than,  other  beta  blockers. 


Like  conventional  INDERAL  Tablets,  INDERAL  LA  should  not  be  used  in  the  presence 
of  congestive  heart  failure,  sinus  bradycardia,  cardiogenic  shock,  heart  block 
greater  than  first  degree  and  bronchial  asthma. 


NCE-DAILY 


(PROPRANOI 


LONG  ACTING 
CAPSULES 
60,80,120, 160  mg 


The  one/ou  know  best 
keeps  looking  better 


Please  see  next  i 


for  brief  summary  of  prescribing  information. 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION,  SEE  PACKAGE  CIRCULAR .) 


INDERAL ® LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 

DESCRIPTION.  INDERAL  LA  is  formulated  to  provide  a sustained  release  of  propranolol  hydro- 
chloride. INDERAL  LA  is  available  as  60  mg,  80  mg,  120  mg,  and  160  mg  capsules. 

CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonselective,  beta-adrenergic  receptor-blocking 
agent  possessing  no  other  autonomic  nervous  system  activity.  It  specifically  competes  with  beta-ad- 
renergic receptor-stimulating  agents  tor  available  receptor  sites.  When  access  to  beta-receptor  sites 
is  blocked  by  INDERAL,  the  chronotropic,  inotropic,  and  vasodilator  responses  to  beta- 
adrenergic  stimulation  are  decreased  proportionately. 

INDERAL  LA  Capsules  (60,  80,  120,  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rate.  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours  and  the 
apparent  plasma  half-life  is  about  10  hours.  When  measured  at  steady  state  over  a 24-hour  period  the 
areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  for  the  capsules  are  approxi- 
mately 60%  to  65%  of  the  AUCs  for  a comparable  divided  daily  dose  of  INDERAL  Tablets.  The  lower 
AUCs  for  the  capsules  are  due  to  greater  hepatic  metabolism  of  propranolol,  resulting  from  the  slower 
rate  of  absorption  of  propranolol.  Over  a twenty-four  (24)  hour  period,  blood  levels  are  fairly  constant 
for  about  twelve  (12)  hours  then  decline  exponentially. 

INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  for  conventional  propranolol 
and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four  times  daily  dosing 
with  the  same  dose.  When  changing  to  INDERAL  LA  from  conventional  propranolol,  a possible  need 
for  retitration  upwards  should  be  considered  especially  to  maintain  effectiveness  at  the  end  of  the 
dosing  interval.  In  most  clinical  settings,  however,  such  as  hypertension  or  angina  where  there  is  little 
correlation  between  plasma  levels  and  clinical  effect,  INDERAL  LA  has  been  therapeutically  equiva- 
lent to  the  same  mg  dose  of  conventional  INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure 
and  on  24-hour  exercise  responses  of  heart  rate,  systolic  pressure,  and  rate  pressure  product. 
INDERAL  LA  can  provide  effective  beta  blockade  for  a 24-hour  period. 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  management  of 
hypertension:  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive  agents, 
particularly  a thiazide  diuretic.  INDERAL  LA  is  not  indicated  in  the  management  of  hypertensive 
emergencies. 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated  for  the 
long-term  management  of  patients  with  angina  pectoris. 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache.  The 
efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been  established 
and  propranolol  is  not  indicated  for  such  use. 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of  hypertrophic 
subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced  angina,  palpitations, 
and  syncope.  INDERAL  LA  also  improves  exercise  performance.  The  effectiveness  of  propranolol 
hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of  the  elevated  outflow  pressure 
gradient  which  is  exacerbated  by  beta-receptor  stimulation.  Clinical  improvement  may  be  temporary. 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock;  2)  sinus  bradycar- 
dia and  greater  than  first-degree  block;  3)  bronchial  asthma;  4)  congestive  heart  failure  (see  WARN- 
INGS) unless  the  failure  is  secondary  to  a tachyarrhythmia  treatable  with  INDERAL. 

WARNINGS.  CARDIAC  FAILURE:  Sympathetic  stimulation  may  be  a vital  component  supporting 
circulatory  function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta  blockade  may 
precipitate  more  severe  failure.  Although  beta  blockers  should  be  avoided  in  overt  congestive  heart 
failure,  if  necessary,  they  can  be  used  with  close  follow-up  in  patients  with  a history  of  failure  who  are 
well  compensated  and  are  receiving  digitalis  and  diuretics.  Beta-adrenergic  blocking  agents  do  not 
abolish  the  inotropic  action  of  digitalis  on  heart  muscle. 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers  can,  in 
some  cases,  lead  to  cardiac  failure.  Therefore,  at  the  first  sign  or  symptom  of  heart  failure,  the  patient 
should  be  digitalized  and/or  treated  with  diuretics,  and  the  response  observed  closely,  or  INDERAL 
should  be  discontinued  (gradually,  if  possible). 

IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of  angina  and, 
in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of  INDERAL  therapy. 
Therefore,  when  discontinuance  of  INDERAL  is  planned,  the  dosage  should  be  gradually  re- 
duced over  at  least  a few  weeks,  and  the  patient  should  be  cautioned  against  interruption  or 
cessation  of  therapy  without  the  physician's  advice.  If  INDERAL  therapy  is  interrupted  and 
exacerbation  of  angina  occurs,  it  usually  is  advisable  to  reinstitute  INDERAL  therapy  and  take 
other  measures  appropriate  for  the  management  of  unstable  angina  pectoris.  Since  coronary 
artery  disease  may  be  unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients 
considered  at  risk  of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for 
other  indications. 


Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emp.  ;;sema) - PATIENTS  WITH 
BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BL-TA  BLOCKERS.  INDERAL 
should  be  administered  with  caution  since  it  may  block  bronchodilation  , educed  by  endogenous 
and  exogenous  catecholamine  stimulation  of  beta  receptors. 

MAJOR  SURGERY:  The  necessity  or  desirability  of  withdrawal  of  beta-blc  eking  therapy  prior  to 
major  surgery  is  controversial.  It  should  be  noted,  however,  that  the  impaired  ability  of  the  heart  to 
respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesti  esia  and  surgical 
procedures. 

INDERAL  (propranolol  HCI),  like  other  beta  blockers,  is  a competitive  inhibitor  -if  beta-receptor 
agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  eg,  dobuU  nine  or  isopro- 
terenol. However,  such  patients  may  be  subject  to  protracted  severe  hypotension.  Dift,  ulty  in  start- 
ing and  maintaining  the  heartbeat  has  also  been  reported  with  beta  blockers. 

DIABETES  AND  HYPOGLYCEMIA:  Beta  blockers  should  be  used  with  caution  in  diabetic  patients  if 
a beta-blocking  agent  is  required.  Beta  blockers  may  mask  tachycardia  occurring  with  hypoy'  /cemia, 
but  other  manifestations  such  as  dizziness  and  sweating  may  not  be  significantly  affected.  Following 
insulin-induced  hypoglycemia,  propranolol  may  cause  a delay  in  the  recovery  of  blood  glucose  to 
normal  levels. 


THYROTOXICOSIS:  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism.  Therefore, 
abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms  of  hyperthyroid- 
ism, including  thyroid  storm.  Propranolol  may  change  thyroid  function  tests,  increasing  T4  and 
reverse  T3,  and  decreasing  T3. 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been  reported  in 
which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia  requiring  a demand 
pacemaker.  In  one  case  this  resulted  after  an  initial  dose  of  5 mg  propranolol. 

PRECAUTIONS.  GENERAL:  Propranolol  should  be  used  with  caution  in  patients  with  impaired 
hepatic  or  renal  function.  INDERAL  (propranolol  HCI)  is  not  indicated  for  the  treatment  of  hyperten- 
sive emergencies. 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  Intraocular  pressure.  Patients  should  be  told 
that  INDERAL  may  interfere  with  the  glaucoma  screening  test.  Withdrawal  may  lead  to  a return  of 
increased  intraocular  pressure. 

CLINICAL  LABORATORY  TESTS:  Elevated  blood  urea  levels  in  patients  with  severe  heart  disease, 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase. 

DRUG  INTERACTIONS:  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine  should  be  closely  observed  if  INDERAL  (propranolol  HCI)  is  administered.  The  added 
catecholamine-blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic 
nervous  activity  which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks, 
or  orthostatic  hypotension. 

Caution  should  be  exercised  when  patients  receiving  a beta  blocker  are  administered  a calcium- 
channel-blocking  drug,  especially  intravenous  verapamil,  for  both  agents  may  depress  myocardial 
contractility  or  atrioventricular  conduction.  On  rare  occasions,  the  concomitant  intravenous  use  of  a 
beta  blocker  and  verapamil  has  resulted  in  serious  adverse  reactions,  especially  in  patients  with 
severe  cardiomyopathy,  congestive  heart  failure,  or  recent  myocardial  infarction. 

Aluminum  hydroxide  gel  greatly  reduces  intestinal  absorption  of  propranolol. 

Ethanol  slows  the  rate  of  absorption  of  propranolol. 

Phenytoin,  phenobarbitone,  and  rifampin  accelerate  propranolol  clearance. 

Chlorpromazine,  when  used  concomitantly  with  propranolol,  results  in  increased  plasma  levels  of 
both  drugs. 

Anlipyrine  and  lidocaine  have  reduced  clearance  when  used  concomitantly  with  propranolol. 

Thyroxine  may  result  in  a lower  than  expected  T3  concentration  when  used  concomitantly  with 
propranolol. 

Cimetidine  decreases  the  hepatic  metabolism  of  propranolol,  delaying  elimination  and  increasing 
blood  levels. 

Theophylline  clearance  is  reduced  when  used  concomitantly  with  propranolol. 

CARCINOGENESIS.  MUTAGENESIS,  IMPAIRMENT  OF  FERTILITY:  Long-term  studies  in  animals 
have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential.  In  18-month  studies  in  both 
rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no  evidence  of  significant  drug-in- 
duced toxicity.  There  were  no  drug-related  tumorigenic  effects  at  any  of  the  dosage  levels.  Reproduc- 
tive studies  in  animals  did  not  show  any  impairment  of  fertility  that  was  attributable  to  the  drug. 

PREGNANCY:  Pregnancy  Category  C.  INDERAL  has  been  shown  to  be  embryotoxic  in  animal 
studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose. 

There  are  no  adequate  and  well-controlled  studies  in  pregnant  women.  INDERAL  should  be  used 
during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 

NURSING  MOTHERS:  INDERAL  is  excreted  in  human  milk.  Caution  should  be  exercised  when 
INDERAL  is  administered  to  a nursing  woman. 

PEDIATRIC  USE:  Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have  rarely 
required  the  withdrawal  of  therapy. 

Cardiovascular:  Bradycardia;  congestive  heart  failure;  intensification  of  AV  block;  hypotension; 
paresthesia  of  hands;  thrombocytopenic  purpura;  arterial  insufficiency,  usually  of  the  Raynaud  type. 

Central  Nervous  System:  Light-headedness;  mental  depression  manifested  by  insomnia,  lassitude, 
weakness,  fatigue;  reversible  mental  depression  progressing  to  catatonia;  visual  disturbances;  hallu- 
cinations; vivid  dreams;  an  acute  reversible  syndrome  characterized  by  disorientation  for  time  and 
place,  short-term  memory  loss,  emotional  lability,  slightly  clouded  sensorium,  and  decreased  perfor- 
mance on  neuropsychometrics.  For  immediate  formulations,  fatigue,  lethargy,  and  vivid  dreams 
appear  dose  related. 

Gastrointestinal:  Nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea,  constipa- 
tion, mesenteric  arterial  thrombosis,  ischemic  colitis. 

Allergic:  Pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  aching  and 
sore  throat,  laryngospasm  and  respiratory  distress. 

Respiratory:  Bronchospasm. 

Hematologic:  Agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic  purpura. 

Auto-Immune:  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been  reported. 

Miscellaneous:  Alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impotence,  and 
Peyronie's  disease  have  been  reported  rarely.  Oculomucocutaneous  reactions  involving  the  skin, 
serous  membranes  and  conjunctivae  reported  for  a beta  blocker  (practolol)  have  not  been  associated 
with  propranolol. 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  a 
sustained-release  capsule  for  administration  once  daily.  If  patients  are  switched  from  INDERAL 
Tablets  to  INDERAL  LA  Capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic  effect  is 
maintained.  INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  for  INDERAL. 
INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels.  Retitration  may  be  necessary, 
especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval. 

HYPERTENSION— Dosage  must  be  individualized.  The  usual  initial  dosage  is  80  mg  INDERAL  LA 
once  daily,  whether  used  alone  or  added  to  a diuretic.  The  dosage  may  be  increased  to  120  mg  once 
daily  or  higher  until  adequate  blood  pressure  control  is  achieved.  The  usual  maintenance  dosage  is 
120  to  160  mg  once  daily.  In  some  instances  a dosage  of  640  mg  may  be  required.  The  time  needed  for 
full  hypertensive  response  to  a given  dosage  is  variable  and  may  range  from  a few  days  to  several 
weeks. 

ANGINA  PECTORIS— Dosage  must  be  individualized.  Starting  with  80  mg  INDERAL  LA  once  daily, 
dosage  should  be  gradually  increased  at  three-  to  seven-day  intervals  until  optimal  response  is 
obtained.  Although  individual  patients  may  respond  at  any  dosage  level,  the  average  optimal  dosage 
appears  to  be  160  mg  once  daily.  In  angina  pectoris,  the  value  and  safety  of  dosage  exceeding  320  mg 
per  day  have  not  been  established. 

If  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a few  weeks  (see 
WARNINGS). 

MIGRAINE— Dosage  must  be  individualized.  The  initial  oral  dose  is  80  mg  INDERAL  LA  once  daily. 
The  usual  effective  dose  range  is  160-240  mg  once  daily.  The  dosage  may  be  increased  gradually  to 
achieve  optimal  migraine  prophylaxis.  If  a satisfactory  response  is  not  obtained  within  four  to  six 
weeks  after  reaching  the  maximal  dose,  INDERAL  LA  therapy  should  be  discontinued,  ft  may  be 
advisable  to  withdraw  the  drug  gradually  over  a period  of  several  weeks. 

HYPERTROPHIC  SUBAORTIC  STENOSIS- 80-160  mg  INDERAL  LA  once  daily. 

PEDIATRIC  DOSAGE — At  this  time  the  data  on  the  use  of  the  drug  in  this  age  group  are  too  limited  to 
permit  adequate  directions  for  use. 

*The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories. 


Reference: 

1.  Data  on  file,  Ayerst  Laboratories. 
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Practice  Management 


Service  Coding  and  Revenue 
Enhancement 


Service  coding  is  using  numeric  designa- 
tors for  procedures  performed  and  alpha- 
numeric codes  for  diagnoses.  Coding  helps 
communicate  complex  and  arcane  medical 
events  and  serves  the  needs  of  government, 
health  care  planners  and  administrators,  risk 
managers,  underwriters  and  others  including 
practicing  physicians. 

Service  coding  began  with  development 
of  third-party  health  care  financing  and  au- 
tomated data  processing.  Your  reimbursement 
for  patient  services  relies  upon  efficient  service 
coding. 

A recent  Medical  Economics  survey  notes 
that  third-parties  account  for  over  80%  of  a 
physician's  gross  income  in  the  midwest.  There 
is  no  significant  variation  between  urban  and 
rural  practices.  There  is  variation  in  practice 
specialty,  but  even  pediatricians  receive  over 
50%  of  their  gross  income  from  third-parties. 
Commercial  insurers.  Blue  Shield,  Medicare, 
Medicaid,  HMOs  and  PPOs  rely  on  your  cod- 
ing for  claims  processing  and  payment. 

Current  Procedural  Terminology,  Fourth 
Edition  (CPT-4)  is  the  most  widely  accepted 
nomenclature  for  the  reporting  of  physician 
procedures  and  services  under  government 
and  health  insurance  programs.  It  is  revised 
annually.  The  standard  for  coding  diagnoses 
is  The  International  Classification  of  Diseases,  9th 
Revision,  Clinical  Modification  (ICD-9-CM). 
You  need  volumes  1 and  2. 

Service  coding  efficiency  is  aided  by  using 
"laundry  list"  charge  tickets.  Preprinted  2-copy 
sets  provide  a copy  for  the  patient  and  another 
for  data  entry  into  your  charge  and  billing  sys- 


Material  for  this  column  is  furnished  by  McGladrey,  Hendrickson 
and  Pullen,  Des  Moines. 


tern.  Visualize  3 sections.  The  top  portion  has 
spaces  for  recording  patient  name,  account 
number,  date  and  place  of  service,  hospital 
admission  and  discharge  dates  and  type  of 
payment  (personal.  Medicare,  workers  com- 
pensation, HMO,  etc).  The  form  has  a section 


"Service  coding  is  using  numeric  des- 
ignators for  procedures  performed  and 
alpha-numeric  codes  for  diagnoses." 


for  procedure  codes  and  a section  for  diag- 
nostic codes.  These  sections  reflect  the  spe- 
cialty nature  of  a physician's  practice. 

The  procedure  code  section  should  be  or- 
ganized into  groupings,  for  instance: 

• Office  services  — established  patients 

• Office  services  — new  patients 

• Consultations 

• Hospital  services 

• Emergency  services 

• Extended  care  facility  services 

• Specialty  diagnostic  services 

• Specialty  procedure  services 

• Medications/supplies 

Diagnostic  codes  should  be  listed  in  al- 
phabetic order  with  the  exception  of  "V"  codes, 
which  should  be  last.  "V"  codes  are  useful 
because  they  classify  patient  encounters  that 
are  neither  illnesses  nor  injuries,  for  example, 
prophylactic  vaccinations  (V03),  supervision 
of  normal  pregnancy  (V22)  and  general  med- 
ical examination  (V70.0). 

At  least  80%  of  the  procedures  you  per- 
form and  diagnoses  you  make  should  be 
printed  on  the  charge  ticket.  You  will  need  a 
space  in  each  section  to  enter  codes  for  infre- 
quently used  procedures  and  diagnoses. 

Next  month,  the  relative  values  method  (RVS) 
for  pricing  physician  services  will  be  discussed. 
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Researching  New  Drugs 


The  approach  to  development  of  new 
drugs  has  undergone  marked  changes  in 
the  past  few  decades.  As  outlined  below,  to- 
day's approach  is  far  more  directed. 

The  earliest  approaches  to  finding  new 
drugs  involved  serendipity.  When  various 
substances  (mostly  plants)  were  consumed  and 
a reaction  noted,  a potential  new  drug  may 
have  been  found.  Indeed,  herbalists  domi- 
nated what  passed  for  drug  development  for 
centuries.  They  can  be  credited  with  finding 
such  drugs  as  opium,  digitalis,  quinine  and 
rauwolfia. 

Sources  of  New  Drugs 

With  development  of  modern  chemistry, 
especially  organic  chemistry,  thousands  of  new 
chemicals  were  synthesized.  To  test  these  for 
potential  utility  as  drugs,  pharmaceutical  com- 
panies set  up  screening  programs.  The  initial 
screening  generally  involved  administration  of 
the  chemical  to  mice.  These  were  carefully  ob- 
served. If  an  effect  was  noted,  the  agent  would 
be  examined  by  more  specific  screening  tech- 
niques for  that  effect  (e.g.,  for  diuretic  activity 
if  urine  flow  increased,  CNS  stimulation  if  an- 
imals showed  increased  movement,  etc.).  This 
approach  left  much  to  be  desired  and  not  in- 
frequently actions  would  be  missed. 

Occasionally  a new  drug  action  is  noted 
after  a drug  is  marketed  or  first  used  clinically. 
The  diuretic  activity  of  the  organic  mercurial 
compounds  was  discovered  first  in  man  as  a 
side  effect  of  a mercurial  drug  being  used  as 
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an  antisyphilitic  agent.  The  diuretic  activity  of 
the  carbonic  anhydrase  inhibitors  was  noted 
first  in  man  as  a side  effect  of  the  antibacterial 
drug  sulfanilamide.  The  hypoglycemic  action 
of  the  sulfonylureas  was  also  discovered  in 
man  when  another  antibacterial  sulfa  was  first 
being  tested.  This  manner  of  discovery  is  still 
with  us,  as  witnessed  by  the  discovery  of  the 
action  of  minoxidil  on  hair  growth  while  it  was 
being  used  as  an  antihypertensive  agent  and 
the  wrinkle  reducing  action  of  retin  A while  it 
was  being  used  to  treat  acne. 

Receptor  Approach 

Today,  many  pharmaceutical  companies 
have  ended  their  nondirected  screening  pro- 
grams. In  their  place  are  programs  designed 
to  develop  a specific  type  of  agent,  for  exam- 
ple, an  agonist  or  antagonist  of  a specific  re- 
ceptor. The  receptor  approach  combines  the 
talents  of  organic  chemists  and  pharmacolo- 
gists, but  leads  are  followed  in  a more  so- 
phisticated manner  such  as  using  computers 
to  aid  in  the  designing  of  new  drugs.1  Thus, 
any  molecule  that  shows  activity  can  be  ex- 
amined for  possible  structural  changes  that 
would  enhance  activity  and/or  produce  a more 
specific  acting  compound.  This  approach  has 
led  to  clarification  of  types  and  subtypes  of 
various  receptors. 

Agents  developed  in  this  manner  include 
H-2  antihistamines  for  suppression  of  HC1  se- 
cretion and  adrenergic  (3-1  and  (3-2  blockers  for 
use  in  hypertension  and  cardiac  arrhythmias. 
Current  areas  of  research  include  5-hydroxy- 
tryptamine  receptors,  purine  receptors,  do- 
paminergic receptors,  enkephalin  receptors, 
immune  function  receptors  (interleukin),  ex- 
citatory amino  acid  receptors  as  well  as  con- 
tinued work  on  adrenergic  receptors.  As  more 
detailed  information  becomes  available  on  the 
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3-dimensional  aspects  of  macromolecules  (en- 
zymes, nucleic  acid,  etc.),  it  will  be  possible, 
using  computer  graphics,  to  design  novel 
chemical  structures  that  will  interact  with  re- 
ceptors on  these  molecules. 

Developments  in  molecular  biology  have 
begun  to  be  and  will  become  even  more  prom- 
inent as  a source  of  new  drugs.  The  discovery 
of  second  messengers  in  cells  has  resulted  in 
major  searches  for  agents  to  interact  with  these 
systems.  As  more  of  the  chemistry  of  cells  is 
elucidated,  more  sites  for  development  of 
drugs  will  be  indicated. 

Limiting  areas  to  which  a drug  distributes 
has  received  attention  and  various  techniques 
have  been  employed  to  achieve  this  goal.  Lim- 
itation of  systemic  effects  can  be  achieved  if  a 
manner  or  route  of  administration  can  be  used 
which  directs  the  active  agent  more  specifically 
to  the  desired  site  of  action.  The  development 
and  use  of  inhalational  forms  of  administration 
for  agents  such  as  adrenocorticosteroids  and 
(3-2  adrenergic  agents  used  in  the  treatment  of 


asthma  had  resulted  in  a limitation  of  the  ac- 
tions of  these  therapeutic  agents  primarily  to 
the  lungs,  and  thus  markedly  decreased  un- 
desirable systemic  actions.  Another  approach 
to  the  area  of  distribution  has  been  to  alter  the 
structure  of  a molecule  to  decrease  its  entry 
into  the  CNS.  As  a result,  agents  whose  site 
of  actions  is  outside  the  CNS  will  exhibit  no 
or  fewer  CNS  actions.  The  marketing  of  ter- 
fenadine  (Seldane),  an  H-l  antihistamine,  rep- 
resents such  an  example.  By  reducing  distri- 
bution to  the  CNS,  this  agent  does  not  produce 
drowsiness  that  is  a frequent  side  effect  of  most 
H-l  antihistamines. 

Through  the  use  of  biotechnology2  (which 
includes  monoclonal  antibody  and  recombi- 
nant DNA  techniques),  a number  of  products 
have  been  and  are  being  developed.  Examples 
of  such  agents  are: 

Human  insulin  — A less  allergenic  mol- 
ecule than  insulin  isolated  from  animal  pan- 
creas. 

(Please  turn  to  page  232) 
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Growth  hormone  — This  form  is  free  of 
the  "slow  virus/'  a contaminant  in  prepara- 
tions from  human  pituitaries,  which  causes 
Creutzfeldt-Jakob  disease,  a rapidly  fatal  de- 
generative neurological  disorder. 

Muromonab-CD3  — A monoclonal  anti- 
body to  T3  antigen  of  human  T-cells,  which  is 
used  to  treat  acute  allograph  rejections  in  renal 
transplant  patients. 

Alteplase,  recombinant  — This  substance 
is  a tissue  plasmogen  activator  and  has  been 
reported  to  be  twice  as  effective  as  streptoki- 
nase in  thrombolytic  therapy  for  patients  with 
acute  myocardial  infarction. 

Drugs  have  played  an  important  role  in 
biology.  As  novel  or  bizarre  responses  to  drugs 


are  noted,  these  agents  become  the  tools  to 
learn  more  about  biological  mechanisms.  As 
knowledge  of  biology  expands,  this  in  turn  can 
lead  to  new  areas  where  drugs  can  be  devel- 
oped. 

Countries  of  Origin  of  New  Drugs 

The  United  States  was  once  the  primary 
supplier  of  new  drugs  to  the  world,  but  this 
is  no  longer  the  case.  A report  dealing  with 
the  sources  of  new  drugs3  showed  that  of  the 
49  new  drugs  (i.e.,  new  chemical  entities)  in- 
troduced in  1986,  Japan  topped  the  list  as  the 
originator  of  14  drugs.  The  U.S.  was  second 
with  10  agents  and  the  remaining  25  came  from 
8 western  European  countries.  (Table  1.) 

When  countries  where  the  drugs  were  first 
marketed  are  compared,3  Japan  again  leads  the 
list.  See  table  listed  below.  Of  the  49  new 
chemical  entities,  20  were  marketed  first  in  Ja- 
pan. Not  only  do  the  Japanese  originate  their 
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Effect  of  Medical  versus  Surgical  Therapy  for  Coronary 
Disease  / PETER  PEDUZZI.  PhD,  ct  al. 


Electrophysiologicai  Testing  and  Nonsustained  Ventrictilar 

Tachycardia  / PETER  R,  KOWEY,  MD,  ct  al. 

Residual  Coionarv  Artery  Stenosis  after  Thrombolytic 
Therapy  / LOWELL  F.  SATLER,  MD,  ct  aJ. 

Assessment  of  Aortic  Regtirgitation  by  Doppler 
Ultrasound  / PAUL  A.  GRAY  BURN,  MD,  ct  al. 


Embolic  Risk  Due  to  Left  Ventricular  Thrombi 

JOHN  R.  STRATTON,  MD 


Hemodynamic  Effects  of  Diltiazem  in  Chronic  Heart 
Failure  / DANIEL  L.  KULICK,  MD.  ct  al. 

Cardiovascular  Reserve  in  Idiopathic  Dilated 
Cardiomyopathy  ! RICKY  D.  LATHAM,  MD.  ct  al. 


Overview  • Coronary  Angioplasty:  Evolving  Applications 

GEORGE  W VETROVEC.  MD 
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Journal  of  the  American  College  of  Cardiology,  British  Heart 
Journal,  Chest,  The  American  Journal  of  Cardiology,  The  New 
England  Journal  of  Medicine,  Annals  of  Internal  Medicine, 
American  Journal  of  Medicine,  and  The  Journal  of  the  American 
Medical  Association. 
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TABLE  1 

NEW  CHEMICAL  ENTITIES  INTRODUCED  INTO  WORLD 
MARKETPLACE  IN  1986 


Country 

Number  of  New  Drugs 
Originated  First  Marketed 

Japan 

14 

20 

U.S. A. 

10 

4 

West  Germany 

6 

5 

France 

6 

4 

Italy 

4 

4 

U.K. 

4 

3 

Switzerland 

2 

1 

Spain 

1 

1 

Monaco 

1 

— 

Sweden 

1 

— 

Belgium 

— 

1 

Brazil 

— 

1 

Finland 

— 

1 

Malaysia/Singapore 

- 

1 

Netherlands 

— 

1 

Philippines 

— 

1 

Portugal 

— 

1 

49 

49 

drugs  and  market  them  at  home,  but  other 
countries  also  add  to  the  new  drug  market  in 
that  country.  Hence,  over  40%  of  the  new 
chemical  entities  reaching  the  market  in  1986 
arrived  first  in  Japan.  Note  that  only  4 drugs 
(new  chemical  entities)  were  marketed  first  in 
the  U.S. 

The  drugs  being  developed  outside  the 
U.S.  are  useful  and  this  is  clearly  indicated  by 
drugs  being  approved  for  marketing  by  the 
Food  and  Drug  Administration  (FDA)  in  this 
country.4  Of  the  18  drugs  (new  chemical  en- 
tities) approved  in  1986,  14  had  previously  been 
marketed  outside  of  this  country.  What  causes 
some  concern  is  the  delay  in  entering  the  U.S. 
of  drugs  previously  marketed  elsewhere.  The 
average  was  more  than  7 years,  and  one  had 
been  marketed  for  as  long  as  20  years  outside 
of  the  U.S. 

In  addition  to  the  18  new  chemical  enti- 
ties, 4 drugs  derived  from  biotechnology  were 
marketed.2  At  the  present  time,  the  U.S.  leads 
the  world  in  the  development  of  drug  prod- 
ucts using  bioengineering.  The  biotechnology- 
derived  products  marketed  in  1986  are  a mon- 
oclonal antibody  to  prevent  rejection  of  kidney 
transplants,  a genetically  engineered  vaccine 
against  hepatitis  B,  and  2 alpha  interferons  to 
treat  hairy  cell  leukemia. 


Marketing  Procedures 

The  marketing  of  a drug  in  this  country 
generally  takes  about  10  years.5  This  is  broken 
down  as  follows:  1 to  2 years  of  animal  and 
laboratory  studies,  6 years  of  clinical  trials 
(phases  1,  2 and  3)  and  2 to  3 years  for  FDA 
review.  Phase  1 of  the  clinical  trials  involves 
giving  the  drug  to  a small  number  of  healthy 
subjects.  Tolerance  and  pharmacokinetics  are 
evaluated  and  this  generally  takes  about  1 year. 
Phase  2 involves  treatment  of  a small  number 
of  patients  with  the  targeted  disease  and  lasts 
about  2 years.  Phase  3 involves  1,000  or  more 
patients  and  lasts  about  3 years.  While  the  clin- 
ical studies  are  in  the  hands  of  the  pharma- 
ceutical companies,  the  FDA  must  approve 
protocols  and  can  ask  for  additional  safety  and 
therapeutic  information  as  the  trials  progress. 
Thus,  most  of  the  time  involved  in  developing 
a drug  is  under  the  control  of  the  FDA.  In  other 
countries,  the  clinical  trials  and  period  of  re- 
view can  be  much  shorter.  As  opposed  to  the 
2 to  3 year  period  for  FDA  approval  of  other 
drugs,  biotechnology-derived  drugs  required 
an  average  of  only  16  months  for  approval  by 
the  FDA  in  1986. 

Recently  the  FDA  proposed  a rule  to  speed 
up  the  delivery  of  new  drugs  to  the  desper- 
ately ill,  such  as  AIDS  patients.6  The  purpose 
of  the  new  rule  is  to  permit  certain  experi- 
mental drugs  to  be  made  available  to  patients 
with  life-threatening  or  serious  diseases  while 
further  testing  or  review  is  still  in  progress. 

Another  approach  that  is  directed  toward 
increasing  the  number  of  useful  drugs  in  this 
country  is  the  "orphan  drug"  regulations.  This 
concerns  drugs  that  are  to  be  used  for  a rela- 
tively small  number  of  people  and  thus  it  would 
not  be  possible  to  meet  the  requirements  of 
the  FDA  for  large  numbers  of  patients  to  be 
tested  in  phase  3 clinical  studies.  Four  agents 
of  this  type  were  approved  in  1986  and  in- 
cluded drugs  for  the  treatment  of  leprosy,  pre- 
venting bleeding  in  hemophiliacs  and  for  the 
treatment  of  Paget's  disease. 
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Your  personal  crisis  may  be  waiting  in  the 
morning  mail.  If  so,  you’ll  want  the  best 
professional  help.  You’ll  want  a Medical 
Protective  General  Agent. 

Professional  liability  coverage  is  our  only 
business.  And  we’ve  been  providing  it  for 
almost  100  years.  Our  agents  live  in  the 
territories  they  serve  so  they  understand  the 
local  legal  climate.  And  with  the  extensive 


resources  of  the  home  office  Law  Depart- 
ment to  draw  from,  they’re  always  ready  to 
answer  your  questions  or  give  advice. 

Someday  it  may  be  you  against  a negligence 
charge.  When  that  day  comes  and  your 
professional  reputation  is  on  the  line,  you’re 
going  to  want  all  the  help  you  can  get.  To 
make  sure  you  have  it,  contact  your  Medical 
Protective  General  Agent  today. 
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L.  Roger  Garner 
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Iowa  Department  of  Public  Health 


Environmental  Health 
Protection 

THE  IOWA  DEPARTMENT  OF  PUBLIC  HEALTH 

(IDPH)  is  engaged  in  a wide  variety  of  ac- 
tivities directed  at  protecting  Iowans  from  po- 
tential and  existing  environmental  hazards.  In 
addition  to  its  more  traditional  role  of  dealing 
with  environmental  sources  of  communicable 
disease,  the  department  has  expanded  its  pur- 
view in  recent  years  to  the  areas  of  radiation, 
toxic  substances  and  medical  devices. 

The  department's  role  in  radiation  pro- 
tection is  primarily  regulatory.  Its  functions 
include  licensing  and  inspection  of  radioactive 
materials,  registration  and  inspection  of  radia- 
tion emitting  machines  and  certification  of 
diagnostic  radiographers.  Nonregulatory  ac- 
tivities include  responding  to  incidents,  par- 
ticipating in  reactor  exercises,  evaluating  po- 
tential or  perceived  hazardous  situations, 
surveying  nonionizing  radiation  sources  and 
answering  public  inquiries. 

Recently,  public  education  has  been  ex- 
tended in  the  area  of  radon  indoor  air  pollu- 
tion. Recognition  of  this  naturally-occurring  gas 
as  a significant  potential  cause  of  lung  cancer 
has  generated  a great  deal  of  media  and  public 
concern.  Some  of  the  areas  to  be  addressed  by 
the  department  include: 

• A statewide  radon  survey  to  establish 
the  scope  of  radon  in  homes. 

• Continued  educational  efforts  to  in- 
crease public  awareness  of  the  issue  and  its 
implications. 

• State  certification  of  commercial  pro- 
viders of  home  radon  measuring  services. 

• Training  of  house  contractors  to  con- 
struct radon-proof  homes  and  provide  reme- 
diation of  existing  structures. 


This  information  on  public  health  matters  is  furnished  and  sponsored 
by  the  Iowa  Department  of  Public  Health. 


Radiation  Control 

On  January  1,  1979,  statewide  radiation 
control  legislation  ( Code  of  Iowa:  Chapter  136C) 
went  into  effect  enabling  the  IDPH  to  assure 
the  safe  installation,  operation  and  use  of  ion- 
izing radiation  sources  through  rulemaking, 
registration  and  inspection.  These  radiation 
sources  include  x-ray  machines,  accelerators, 
radium  and  other  radioactive  material  not  un- 
der the  jurisdiction  of  the  U.S.  Nuclear  Reg- 
ulatory Commission  (NRC). 

The  department  established  a radiation 
control  program  in  July  of  1979  and  promul- 
gated rules  which  became  effective  July  1,  1980. 
The  rules  adopted  were  extracted  from  those 
recommended  by  the  National  Conference  of 
Radiation  Control  Program  Directors,  Inc.  and 
reflect  several  decades  of  experience  by  other 
radiation  control  programs.  These  rules  basi- 
cally address  safety  requirements  associated 
with  equipment.  However,  they  also  include 
stipulations  regarding  maximum  exposure 
levels,  operating  procedures,  safety  instruc- 
tions, warnings  and  patient  protection. 

In  subsequent  years,  amendments  to  the 
legislation  and  rules  increased  the  scope  of  the 
department's  involvement  in  radiation  protec- 
tion. Under  a July  1,  1986  agreement  between 
the  NRC  and  the  State  of  Iowa,  the  department 
assumed  regulatory  authority  over  essentially 
all  radioactive  materials  in  the  state.  The  NRC 
does  not  relinquish  authority  over  nuclear  re- 
actors, weapons  or  federal  facilities.  As  a result 
of  this  agreement,  the  IDPH  is  responsible  for 
assuring  the  safety  of  all  sources  of  ionizing 
radiation  in  the  state  except  those  retained  as 
designated  above. 

On  January  21, 1987,  rules  went  into  effect 
which  required  all  nonpractitioners  to  obtain 
a permit  before  operating  an  x-ray  machine  as 
a diagnostic  radiographer.  To  maintain  their 
permits,  radiographers  must  take  approved 
continuing  education  courses  regularly. 

(Please  turn  to  page  236) 
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Misadministration  reporting,  an  addi- 
tional requirement  which  recently  went  into 
effect,  is  of  significance  to  medical  users  of 
radioisotopes.  Under  this  provision  radioac- 
tive material  licensees  must  report  misadmin- 
istrations  occurring  after  January  6,  1988.  The 
degree  of  misadministration  and  the  corre- 
sponding reporting  period  are  prescribed  in 
the  rules.  Misadministration  reporting  is  re- 
quired by  the  NRC  and  had  to  be  adopted  by 
the  state  to  maintain  compatibility. 

There  are  over  5,800  x-ray  machines,  ap- 
proximately 2,400  diagnostic  radiographers  and 
almost  200  radioactive  material  licensees  in 
Iowa.  During  the  period  July,  1986-June,  1987 
over  500  x-ray  machines  and  117  radioactive 
material  facilities  were  inspected. 

Toxic  Substances 

In  addition  to  radiation  protection,  the  de- 
partment has  expanded  its  scope  to  include 
toxic  substances.  The  3 major  activities  in  this 
area  include  surveillance  of  occupational  health 
events  associated  with  toxic  materials,  health 
hazard  evaluations  in  the  workplace  and  health 
assessment  of  toxic  waste  sites.  All  these  ac- 
tivities were  initiated  under  contracts  with  fed- 
eral agencies.  It  is  anticipated  that  eventual 
state  support  will  continue  these  efforts. 

The  effort  to  establish  a program  for  mon- 
itoring occupational  health  events  associated 
with  toxic  sources  began  in  October  1984.  This 
activity  was  federally  sponsored  under  a co- 
operative agreement  with  the  Centers  for  Dis- 
ease Control  (CDC).  Prior  to  that  time  the  state 
morbidity  and  mortality  data  bases  were  not 
set  up  to  retrieve  such  information.  For  in- 
stance, no  uniform  entry  of  the  deceased  per- 
son's occupation  and  industry  were  included 
in  the  retrievable  data  base.  Therefore,  no 
comparison  of  up-to-date  standard  or  propor- 
tional mortality  ratios  was  possible.  This  in- 
formation is  now  retrievable  and  can  be  used 
in  monitoring  sentinel  health  events. 

In  addition,  prior  to  the  project  cancer  was 
the  only  noncontagious,  reportable  disease. 
Today  plans  are  underway  to  promulgate  rules 
which  include  toxic  substance  effects  and  in- 


juries as  reportable  diseases.  Because  of  the 
rural  nature  of  Iowa,  this  morbidity  data  base 
has  been  designed  to  reflect  agriculturally  re- 
lated health  events. 

Exposure  to  toxic  substances  in  the  work- 
place is  regulated  under  the  Occupuational 
Health  and  Safety  Act  and  enforced  by  the 
Iowa  Department  of  Employment  Services. 
That  agency  also  provides  consultation  to  em- 
ployers on  maintaining  conditions  in  compli- 
ance with  OSHA  requirements.  Nevertheless, 
situations  arise  in  which  apparent  work  re- 
lated disease  occurs  without  a readily  apparent 
causative  agent.  In  these  cases  the  IDPH  ini- 
tiates a Health  Hazard  Evaluation  (HHE)  to 
investigate  and  ascertain  the  etiology.  This  ac- 
tivity was  begun  in  July  1984  and  conducted 
for  2 years  under  a cooperative  agreement  with 
the  National  Institute  for  Occupuational  Safety 
and  Health  (NIOSH)  of  the  CDC. 

A third  area  of  departmental  activity  in 
toxic  substance  assessment  involves  toxic  waste 
sites.  Under  federal  Superfund  legislation,  the 
U.S.  Environmental  Protection  Agency  (EPA) 
is  designated  as  the  primary  agency  for  man- 
aging remediation  of  these  sites.  This  law  also 
designates  the  Agency  for  Toxic  Substances 
Disease  Registry  (ATSDR)  as  the  federal  agency 
responsible  for  conducting  health  assessments 
at  these  sites  and  determining  the  need  for 
further  health  effects  or  toxic  substance  ex- 
posure studies.  These  health  assessments  are 
limited  to  sites  on  the  national  priorities  list. 
In  October  1987  the  IDPH  was  awarded  a 3- 
year  cooperative  agreement  with  the  ATSDR 
to  conduct  health  assessments  in  Iowa  in  lieu 
of  ATSDR.  It  is  anticipated  this  activity  will 
continue  beyond  the  tenure  of  the  existing 
project. 

Medical  Devices 

The  Food  and  Drug  Administration  (FDA), 
among  its  other  national  mandates,  regulates 
the  manufacture  and  introduction  of  medical 
devices.  As  a part  of  this  responsibility  it  has 
monitored  the  occurrence  of  device  malfunc- 
tions and  resulting  human  injuries.  In  equip- 
ment in  which  the  frequency  of  adverse  effects 
has  been  most  pronounced,  the  FDA  has 
sought  to  ascertain  the  causative  mechanism, 
whether  it  be  product  defect,  normal  wear  and 
tear  or  user  error. 

In  order  to  fully  evaluate  these  products, 
the  FDA  has  contracted  with  state  health  agen- 
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cies  to  conduct  investigations  of  specific  med- 
ical devices  to  determine  performance  under 
actual  use  conditions.  In  October  1985  the  IDPH 
participated  in  such  a contract  in  which  an- 
esthesia gas  delivery  systems  (AGDS)  were 
randomly  sampled  and  tested  to  establish  the 
degree  of  safe  operation  and  efficacy.  Areas  of 
deficiency  were  observed,  particularly  in  the 
appurtenant  safety  equipment,  and  a report 
described  the  findings.  Similarly,  a study  of 
defibrillator  use  and  maintenance  was  con- 
ducted beginning  in  October  1986  and  a report 
was  written.  Currently,  a survey  of  AGDS  use 
and  another  of  dialyzer  cartridge  reuse  eTficacy 
are  being  conducted. 


In  addition  to  the  above  federal  projects, 
the  IDPH  provides  services  to  the  Iowa  Board 
of  Dental  Examiners  by  inspecting  anesthesia 
equipment  and  practices  employed  by  den- 
tists. The  board  licenses  dentists  who  perform 
general  anesthesia. 

Other  activities  in  which  the  IDPH  partic- 
ipates with  respect  to  environmental  health 
include  inspection  of  asbestos  and  PCB  con- 
taminated facilities  for  the  EPA.  Results  of  these 
inspections  are  submitted  to  EPA  which  sub- 
sequently enforces  compliance.  Also,  required 
inspections  for  funeral  homes,  sanitary  sur- 
veys and  complaint  responsive  investigations 
are  conducted. 


March  1988  Morbidity  Report 


Disease 

Mar. 

1988 

Total 

1988 

to 

Date 

1987 

to 

Date 

Most  Mar.  Cases 
Reported  From 
These  Counties 

AIDS 

3 

7 

8 

NA 

Amebiasis 

0 

2 

10 

Brucellosis 

0 

1 

2 

Chickenpox 

1288 

3317 

3703 

Scattered 

Campylobacter 

23 

49 

33 

Scattered 

Cytomegalovirus 
Eatons  Agent 

1 

1 

5 

Johnson 

Infection 

4 

17 

23 

Des  Moines,  Linn, 
Marion,  Polk 

Encephalitis,  viral 
Erythema 

2 

6 

0 

Polk,  Woodbury 

Infectiosum 

Gastroenteritis 

21 

28 

265 

Scattered 

(GIV) 

2807 

8104 

7130 

Scattered 

Giardiasis 

20 

74 

64 

Scattered 

Hepatitis,  A 

5 

18 

44 

Black  Hawk, 
Johnson,  Linn 

Hepatitis,  B 
Hepatitis,  Non 

4 

22 

36 

Black  Hawk,  Clinton, 
Linn 

A-B 

Hepatitis 

0 

4 

9 

type  unspecified 

0 

1 

2 

Herpes  Simplex 

89 

254 

261 

Scattered 

Herpes  Zoster 

0 

0 

0 

Histoplasmosis 

Infectious 

0 

3 

5 

mononucleosis 

Influenza, 

13 

37 

77 

Scattered 

lab  confirmed 
Influenza-like 

28 

83 

63 

Scattered 

illness  (URI) 

5010 

17885 

16198 

Scattered 

Legionellosis 

0 

4 

5 

Malaria 

Meningitis 

0 

0 

0 

aseptic 

4 

1 1 

5 

Harrison,  Johnson, 
Lee,  Scott 

Disease 

Mar. 

1988 

Total 

1988 

to 

Date 

1987 

to 

Date 

Most  Mar.  Cases 
Reported  From 
These  Counties 

bacterial 

10 

35 

18 

Scattered 

meningococcal 

0 

0 

3 

Mumps 

5 

24 

111 

Des  Moines,  Linn, 

Pertussis 

8 

15 

3 

Lucas,  Polk, 
Washington 
Clinton,  Story, 

Rabies  in  animals 

5 

28 

53 

Woodbury 
Butler,  Davis, 

Reye  Syndrome 

0 

0 

0 

Dickinson, 
Keokuk,  Osceola 

Rheumatic  Fever 

0 

0 

0 

Rubella 

(German 

measles) 

0 

0 

0 

Measles 

0 

0 

0 

Salmonellosis 

4 

10 

32 

Jasper,  Polk,  Scott, 

Shigellosis 

16 

43 

7 

Washington 

Scattered 

Toxic  Shock 
Syndrome 

0 

2 

2 

Tuberculosis 
total  ill 

7 

13 

8 

Dubuque,  Marion, 

bact.  pos. 

6 

9 

18 

Polk,  Scott,  Story, 
Wapello, 
Woodbury 
Scattered 

Typhoid  Fever 

0 

0 

0 

Venereal  diseases 
Gonorrhea 

64 

396 

755 

Scattered 

Chlamydia 

226 

901 

849 

Scattered 

Syphilis 

1 

3 

6 

Polk 

Other  Non-Reportable  Diseases:  Yersinia  — 1,  Johnson. 
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Medical  News/Products  and  Programs 


LIFE  SAVING  DRUG  NOW  AVAILABLE 
THROUGH  AREA  HOSPITALS  — A drug  for 
countering  intoxication  caused  by  some  forms 
of  the  heart  medication  digitalis  now  is  avail- 
able through  area  hospitals.  Digibind®,  Di- 
goxin  Immune  Fab  (Ovine),  is  expected  to  be 
used  in  patients  who  experience  potentially 
life-threatening  digoxin  and  digitoxin  intoxi- 
cation — less  than  1%  of  patients  taking  dig- 
italis medication.  The  drug  is  a highly  specific 
and  effective  means  of  rapidly  reversing  var- 
ious potentially  life-threatening  cases  of  digi- 
talis intoxication  including  those  arising  from 
massive  overdoses.  The  antidote  rapidly  binds 
and  inactivates  digoxin  and  digitoxin  in  the 
body  with  most  patients  responding  to  treat- 
ment within  30  minutes.  Digibind®  is  derived 
from  digoxin  antibodies.  It  was  developed  by 
Burroughs  Wellcome  Co.  and  has  been  mar- 
keted since  1986.  Initially  Digibind®  was  only 
available  through  a limited  number  of  hospi- 
tals throughout  the  United  States.  Now  it  is 
more  widely  available  in  local  hospitals.  Di- 
gibind® is  made  of  purified  fragments  of  di- 
goxin specific  antibodies.  An  antibody  is  a pro- 
tein substance  that  has  the  ability  to  bind  a 
substance  (antigen)  and  render  it  inactive.  To 
obtain  the  antibody,  sheep  (ovine)  are  injected 
with  digoxin  linked  to  human  serum  albumin. 
Because  the  human  serum  albumin-digoxin 
complex  is  not  a natural  protein  for  the  sheep, 
an  antibody  is  formed  that  will  recognize  and 
bind  digoxin  and  digitoxin. 

SPACE  AGE,  ULTRA-COLD  TREATMENT 
FOR  METALS  — This  treatment  improves  the 
performance  of  metal  some  200  to  300%  ac- 
cording to  industry  and  university  studies  and 
is  now  being  applied  to  surgical  instruments 
by  Phoenix-based  Shamrock  Industries,  Inc. 
Instruments  and  accessories  that  are  all  metal 
are  treated  in  a computerized,  deep  cryogenic 
process  at  temperatures  ranging  from  — 300°F 
to  -320°F.  The  benefits  are  surgical  instru- 
ments stay  sharp  50  to  200%  longer;  instru- 


ments remain  in  use  longer;  the  deep  cry- 
ogenic process  makes  instruments  tougher, 
increasing  their  resistance  to  corrosion,  abra- 
sion and  pitting;  less  metal  is  removed  during 
sharpening,  permitting  more  redressings  and 
only  one  deep  cryo  treatment  is  required  dur- 
ing the  life  of  the  instrument. 

BIOTECHNOLOGY  REPORT  — With  appro- 
priate safeguards,  biotechnology  — including 
such  techniques  as  recombinant  DNA  and 
monoclonal  antibodies  — can  be  a great  boom 
to  mankind,  according  to  the  report  Biotech- 
nology: An  Introduction,  published  by  the 
American  Council  on  Science  and  Health 
(ACSH),  an  independent  scientific  organiza- 
tion. Medical  advances  made  possible  by  bio- 
technology include  new  diagnostic  tests,  ar- 
tificial hormones,  immune  system  regulators, 
enzyme  drugs,  safer  vaccines  and  potential  fu- 
ture treatments  for  heritable  diseases,  the 
ACSH  report  states.  To  obtain  a copy  of  Bio- 
technology: An  Introduction,  send  a self-ad- 
dressed stamped  (66  cents  postage),  business- 
size  (#10)  envelope  to  Biotechnology  Report, 
ACSH,  47  Maple  Street,  Summit,  New  Jersey 
07901. 

TRANSPARENT  FILM  DRESSING  — John- 
son & Johnson  Patient  Care,  Inc.  announced 
the  introduction  of  the  world's  smallest  trans- 
parent film  dressing,  BIOCLUSIVE®  Mini.  The 
IV2  in.  x IV2  in.  sterile,  hypoallergenic  dressing 
was  specially  designed  to  meet  the  dressing 
needs  of  neonatal  and  pediatric  health  care 
professionals  for  intravenous  (IV)  sites,  small 
incisions  or  wounds  and  aspiration  patches. 
In  addition  to  its  small  size,  BIOCLUSIVE® 
Mini's  transparency  allows  for  easy  monitor- 
ing of  the  site  without  removing  the  dressing. 
Changing  the  dressing  fewer  times  minimizes 
tissue  trauma  to  delicate  skin  and  saves  time 
and  money.  BIOCLUSIVE®  Mini  also  forms  a 
bacterial  barrier  over  the  wound  or  IV  site 
helping  to  prevent  infection. 
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Letter  to  the  Editor 

AIDS  Education 

The  March  issue  of  iowa  medicine  is  per- 
haps more  relevant  than  most  of  us  appreciate. 
Even  physicians  in  rural  counties  will  be  con- 
fronted with  HIV  positive  patients  and  their 
families.  In  August  of  1987,  we  were  shocked 
when  a 19-year-old  girl  home  from  college  (also 
in  northwest  Iowa)  requested  STD  tests  be- 
cause she  had  been  raped.  Her  Elisa  test  was 
positive  twice,  her  Western  Blot  test  was  pos- 
itive and  further  history  developed  that  she 
had  been  sexually  involved  for  8-10  months 
with  an  ex-IV  drug  user  who  was  an  “asymp- 
tomatic carrier." 

Because  of  this  first-hand  experience,  we 
put  together  an  educational  program  that  was 
presented  to  all  schools  in  the  county  except 
one.  We  targeted  7th,  8th,  9th,  10th,  11th  and 
12th  grades.  One  school  felt  our  presentation 
was  “too  controversial."  The  4 schools  that 
cooperated  were  very  instrumental  in  guiding 
us  and  making  the  program  interesting  and 
appropriate.  Teachers  discussed  our  presen- 
tation ahead  of  time  with  their  sociology  and 
speech  classes  and  catalogued  the  students' 
questions  for  us.  They  cooperated  by  making 
overhead  projections,  copying  the  handout  we 
authored  and  giving  it  to  each  student  to  take 
home  and  discuss.  Attendance  at  the  program 
was  voluntary  and  parents  were  invited  to  at- 
tend. 

One  of  the  main  themes  of  the  March  is- 
sue is  “Educate  the  physician  to  be  involved 
in  education  of  the  public  about  AIDS."  This 
concept  cannot  be  overemphasized.  Ways  this 
might  be  implemented  include: 

• Become  knowledgeable  about  the  sci- 
entific aspects  of  AIDS.  It  is  extremely  impor- 
tant not  to  talk  about  morals,  ethics,  idealistic 
sexual  values,  religion,  etc.  The  youth  will  tune 
you  out  immediately  if  you  do. 

• Make  a time  commitment  for  AIDS  ed- 
ucation. 

• Work  through  the  school  administra- 
tion. They  are  experts  and  can  be  unbelievably 
helpful. 

• Keep  it  relevant  and  interesting,  about 
30-45  minutes  in  length,  interactive,  humor- 
ous and  focused  on  the  group  you  are  ad- 
dressing. 


• Allow  time  to  answer  questions. 

• Learn  not  to  blush  when  the  audience 
claps  at  the  completion  of  the  presentation. 

We  have  made  available  the  “generic  talk" 
we  presented  in  the  schools  and  a shorter 
handout  that  we  gave  to  the  audience.  These 
can  be  obtained  from  the  Iowa  Medical  Soci- 
ety. They  are  not  copyrighted.  With  some 
changes,  we  have  presented  it  to  other  groups 
including  the  ministerial  association.  Rotary, 
fire  department,  etc.  We  have  a dream,  and  I 
am  sure  it  is  one  shared  by  the  IMS  AIDS  Task 
Force.  The  dream  is  that  every  county  in  Iowa 
will  have  at  least  one  physician  available  as  a 
public  AIDS  resource.  — T.  M.  Gary,  M.D., 
F.A.A.F.P.,  Cherokee,  Iowa. 


Historical  Vignettes 

Reminiscences 

Ionce  had  A lovely  conversation  with  Ben 
Synhorst  regarding  his  long  career  as  a Des 
Moines  general  surgeon.  During  this  conver- 
sation and  a tape  recording  for  Iowa  Medical 
Society  historical  records,  he  recalled  the  lighter 
moments  of  his  long  practice. 

One  story  was  of  a time  at  Methodist  Hos- 
pital when  he,  William  Hornaday,  Sr.  and 
Frank  Fordyce  were  doing  cases  at  the  same 
hour  and  used  adjoining  lockers  for  their 
clothes  (in  those  days  none  were  locked).  Dr. 
Hornaday  finished  his  case  first,  mistakenly 
got  into  Dr.  Synhorsts'  locker  and  put  his 
clothes  on.  Since  Ben  was  several  sizes  larger 
and  taller,  this  caused  a comic  effect.  Frank 
walked  in  and  went  into  hysterics.  He  asked 
Bill  if  he  thought  his  clothes  fit  okay  and  Bill 
thought  they  might  be  a little  loose.  Then  Ben 
walked  in,  they  all  had  a great  laugh  and  con- 
vinced Bill  he  had  gotten  the  wrong  set  of 
clothes. 

Another  story  also  involved  Frank  For- 
dyce. A woman  who  needed  major  surgery 
consulted  Ben  about  her  problem.  It  was  prop- 
erly diagnosed  and  plans  were  made  for  sur- 
gery. A few  days  later,  this  same  patient  came 
to  Frank's  office,  related  the  story  up  to  that 
point  and  said  she  wanted  Frank  to  do  the 
surgery  since  she  had  heard  Dr.  Synhorst  was 
(Please  turn  to  page  240) 
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lefthanded.  Frank  complied,  but  never  told  her 
he  was  also  lefthanded. 

We  enjoyed  recalling  the  many  times  he 
came  to  the  small  Indianola  hospital  to  do  ma- 
jor surgery.  The  hospital  was  a remodeled  large 
3-floor  residence  and  had  9 hospital  beds,  3 
bassinets  and  a large  room  for  surgery  and 
deliveries.  Ben  would  arrive  with  a sterile  sur- 
gical pack  and  a scrub  nurse.  Dr.  Ernest  Shaw 
and  I would  take  turns  giving  the  anesthetic 
(drop  ether)  and  assisting. 

Looking  back,  it  was  very  primitive.  There 
was  no  way  to  use  a cart  to  transport  the  pa- 
tient, so  3 or  4 of  us  carried  the  patient  to  and 
from  the  operating  room.  We  had  a suction 
and  oxygen  machine  and  simple  I.V.  fluids 
and  plasma,  but  no  blood  was  available.  The 
surgical  charge  for  a simple  case  ranged  from 
$100  to  $150  and  more  complicated  ones  up  to 
$250.  This  included  the  assistant's  fee.  The 
person  giving  the  anesthetic  received  $25.  The 
hospital  charged  $7-$10  a day  and,  in  case  of 
a Caesarean,  $3  extra  for  the  baby.  The  pa- 
tients received  excellent  care  and  neither  of  us 
could  remember  losing  a case  or  any  malprac- 
tice suits.  — Clare  Trueblood,  M.D.,  Indianola. 

First  Blood  Alcohol  Test 

Author's  Note:  I have  purposely  omitted  names 
and  dates,  but  I believe  there  are  very  few  folks  who 
would  dispute  these  recollections  of  the  early  days 
of  chemical  tests  in  Iowa  and  their  impact  on  high- 
way safety. 

Shortly  after  i started  practicing  pathol- 
ogy at  Mercy  Hospital  in  Mason  City,  I 
was  asked  to  be  a witness  in  a drunken  driving 
case.  I consulted  some  of  my  older  doctor 
friends  and  they  advised  against  it.  "The  de- 
fense lawyer  will  make  a monkey  out  of  you," 
they  said.  "The  clinical  symptoms  of  drunk- 
enness can  come  as  a result  of  many  other 
conditions  and,  as  an  expert  on  the  stand, 
you're  at  their  mercy." 

We  had  chemical  tests  for  a number  of 
substances  in  blood,  but  I could  not  find  a test 
for  alcohol  except  to  distill  a sufficiently  large 
sample  of  blood  and  take  the  specific  gravity 
reading  — not  a very  practical  method  for  rou- 
tine use.  After  a long  search,  I found  my  way 
to  the  National  Safety  Council  Committee  on 
Intoxication.  They  told  me  of  a test  used  in 


Europe  called  the  Nicoloux  test  and  gave  me 
the  name  of  a toxicologist  in  Milwaukee  who 
had  experience  with  it. 

The  test  he  used  was  based  on  changing 
the  alcohol  to  an  aldehyde.  He  used  a color 
comparison  with  a set  of  standards  he  created 
using  various  known  amounts  of  alcohol.  The 
color  change  ranged  from  yellow  to  green  to 
blue. 

Getting  absolute  alcohol  to  make  up  the 
standards  was  the  first  problem.  I had  to  ob- 
tain a special  license  from  the  Liquor  Com- 
mission. They  ordered  a gallon  of  absolute  al- 
cohol for  me  at  a cost  of  $30.  I know  where 
some  of  that  gallon  still  exists,  I expect  no 
longer  absolute. 

I had  to  sell  the  police  officers  and  county 
attorneys  on  the  use  of  the  test.  I talked  to 
many  groups  of  officers,  service  clubs  and  any- 
one else  who  would  listen. 

No  lawyer  would  touch  a case  where  the 
test  was  used.  Too  many  legal  questions  in- 
volved. Finally  a county  attorney  who  was  not 
a law  school  graduate  decided  to  use  it.  The 
site  of  the  first  fatal  automobile  accident  in 
Iowa  is  a short  way  north  of  Hampton.  The 
same  site  was  the  locale  of  another  accident  in 
which  3 people  burned  to  death  and  the  driver 
of  the  responsible  car  was  tested  for  alcohol 
content  in  his  blood.  In  his  first  manslaughter 
trial,  the  test  was  not  admitted  and  he  was  not 
convicted.  The  test  was  accepted  in  a second 
trial  for  driving  while  intoxicated.  He  was  con- 
victed and  spent  a year  in  prison. 

In  the  meantime,  Judge  Graven  had  al- 
lowed the  test  admitted  but  the  defendant  pled 
guilty  and  there  was  no  trial. 

The  Mason  City  police  started  using  the 
test  quite  early.  There  were  bets  in  headquar- 
ters on  test  outcomes  based  on  observing  the 
accused.  The  police  got  pretty  good  at  guess- 
ing the  results. 

In  one  case  just  before  Thanksgiving,  a 
good  friend  of  mine  was  on  a jury  that  brought 
in  a not  guilty  verdict.  When  I asked  her  why, 
she  said  there  were  a few  holdouts  but  since 
it  was  Thanksgiving  Eve,  the  women  wanted 
to  go  home  and  put  their  turkeys  on  to  cook. 
So  much  for  the  jury  system. 

There  were  many  attempts  to  break  the 
test.  One  judge  allowed  the  defense  attorney 
(a  friend  of  his)  to  read  a paragraph  from  a 
JAMA  article  which  stated  a difference  be- 
tween urine  and  blood  determinations  existed. 
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The  judge  refused  to  let  me  read  a paragraph 
which  supported  my  position.  I was  speaking 
to  many  groups  at  the  time  and  I always  told 
this  story.  The  judge  never  did  it  again. 

In  many  cases  I testified  as  to  the  mini- 
mum amount  of  alcohol  it  would  take  to  pro- 
duce the  blood  level  shown  by  the  test.  One 
attorney  thought  he  had  a way  to  impeach  my 
testimony.  Using  a blackboard  and  lots  of  fig- 
ures, he  showed  that  the  blood  could  not  hold 
that  amount  of  alcohol.  He  forgot  about  all  the 
alcohol  in  the  rest  of  the  body.  We  sparred, 
going  from  metric  to  avoirdupois  and  back 
again,  until  he  became  very  confused. 

The  color  test  got  me  into  trouble  once. 
The  lawyer  did  a slight  of  hand  and  claimed  I 
could  not  tell  2 standards  apart.  He  won  that 
case  so  I went  to  a titration  method.  I never 
met  an  attorney  who  had  taken  quantitative 
chemistry. 

One  doctor  testified  in  a trial  that  the 
method  I used  was  not  accurate  because  I did 


not  use  a large  enough  sample  of  blood.  He 
claimed  experience  while  a medical  student  at 
the  University.  A transcript  of  his  testimony 
and  some  investigation  showed  his  perjury  and 
2 trips  to  the  grievance  committee  took  care  of 
that.  He  left  the  state.  His  attorney  came  to 
my  home  town  to  check  up  on  me,  asking 
questions  such  as  whether  I had  a nurse  with 
me  when  I examined  female  patients.  He 
started  his  search  in  a bank  where  I served  on 
the  board  and  it  was  obvious  what  he  was  up 
to.  We  met  later  in  another  case  and  both  of 
us  were  very  careful  about  what  we  said. 

There  were  attempts  to  steal  specimens 
before  they  could  be  tested,  but  the  most  fun 
was  in  the  courtroom.  Taking  the  guess  work 
out  of  DUI  cases  was  interesting,  especially 
matching  wits  with  defense  attorneys  who 
wanted  to  beat  the  chemical  tests.  I never 
thought  chemical  tests  would  be  as  well  re- 
ceived as  they  are  today.  — Harold  W.  Morgan , 
M.D.,  Clear  Lake,  Iowa. 
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Health  Care 
Coverage 
That  Wasn’t  Born 

Yesterday 

The  changes  in  health  care  and  health  coverage  in  the 
last  five  decades  have  been  tremendous.  And,  through  it 
all,  Iowa’s  Blue  Cross  and  Blue  Shield  Plans  have  set  the 
pace.  All  the  while,  we  have  worked  diligently  to  help  our 
customers  get  the  most  out  of  their  health  care  dollars,  to 
provide  excellence  in  service  and  to  give  our  members 
cost-efficient,  quality  benefits.  Like  Total  Health  Network 
of  Iowa  and  Family  Health  Plan,  our  innovative  health 
maintenance  organizations...  ALLIANCE  Select,  our  pre- 
ferred provider  program... and  Delta  Dental  Plan  of  Iowa. 

We’ve  worked  with  the  providers  of  health  care  for  50 
years  to  assure  lowans  of  affordable,  high-quality  cover- 
age. And  you  can  be  sure  that  we’ll  be  doing  the  same  for 
another  50  years.  It’s  a tradition  we’re  proud  of. ..and  one 
you  can  count  on. 


Blue  Cross 
Blue  Shield 


Des  Moines/Sioux  City 


About  Iowa  Physicians 


Dr.  William  Audeh  and  Dr.  John  Wollner  have 
opened  specialty  clinics  at  Marengo  Memorial 
Hospital  in  Cedar  Rapids.  Dr.  Audeh  has  be- 
gun an  outpatient  surgical  clinic  and  Dr.  Woll- 
ner has  begun  a dermatology  clinic.  Both  phy- 
sicians currently  practice  in  Cedar  Rapids.  Dr. 
Brian  P.  Sires  has  joined  Dr.  Marc  Hines  at 
Ottumwa  Neurological  Associates  and  Health 
Concepts  Specialty  Clinics.  Dr.  Sires  received 
the  M.D.  degree  from  the  U.  of  I.  College  of 
Medicine  and  served  as  a neurological  con- 
sultant at  the  U.S.  Veterans  Administration 
Hospital  outpatient  clinic  in  Winston-Salem, 
North  Carolina.  Dr.  Krishan  G.  Gupta  has 
moved  his  urology  practice  from  Muscatine  to 
Atlanta,  Georgia.  Four  Quad  City  urologists 


will  provide  services  at  the  Muscatine  office 
— Drs.  James  A.  Holte,  William  C.  Mobley, 
Paul  L.  Rohlf  and  John  H.  Smith.  Dr.  Robert 
M.  Carney  has  begun  practice  for  Mercy  Care 
in  Belle  Plaine  after  18  years  in  private  practice 
in  Brooklyn.  Dr.  Leah  M.  Willson  has  become 
a fellow  in  the  American  Academy  of  Pediat- 
rics. Dr.  Willson  received  the  M.D.  degree  from 
the  University  of  Missouri  School  of  Medicine, 
Columbia,  Missouri  and  completed  her  resi- 
dency at  the  University  of  Missouri-Kansas  City 
School  of  Medicine.  She  practices  at  the  Park 
Clinic  in  Mason  City.  Dr.  Richard  Walton  has 
relocated  to  a northwest  Indiana  hospital  after 
serving  nearly  5 years  as  a surgeon  for  the 
(Please  turn  to  page  244) 
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Gilfillan  Clinic  in  Bloomfield.  Dr.  Herry  H. 
Kijner  is  now  associated  with  Covenant  Med- 
ical Center,  Waterloo,  in  the  practice  of  pedi- 
atrics. Dr.  Kijner  received  the  M.D.  degree  from 
Nationale  University  in  Bogota,  Columbia  and 
served  residencies  at  Cambridge  University 
and  Hammersmith  Hospital,  both  in  England. 
Prior  to  locating  in  Waterloo,  Dr.  Kijner  was 
director  of  neonatology  at  Michael  Reese  Hos- 
pital and  Medical  Center,  Chicago  and  was 
also  in  private  practice  in  Florida  and  Wiscon- 
sin. Dr.  Carol  Saunders  has  opened  a pediatric 
practice  in  Newton.  Dr.  Saunders  received  the 
M.D.  degree  at  the  U.  of  I.  College  of  Medicine 
and  served  her  residency  at  Blank  Children's 
Hospital,  Des  Moines.  She  was  previously  in 
private  practice  in  Rolla,  Missouri. 


Deaths 


Dr.  Milton  E.  Barrent,  71,  Clinton,  died  Feb- 
ruary 26  at  the  Jane  Lamb  Health  Center.  Dr. 
Barrent  received  the  M.D.  degree  at  the  U.  of  I. 
College  of  Medicine.  He  practiced  surgery  in 
Clinton  for  35  years  before  retiring  in  1986.  Dr. 
Barrent  was  a member  of  the  American  Col- 
lege of  Surgeons  and  was  active  in  sports  med- 
icine, serving  as  the  Clinton  High  School  team 
doctor  for  30  years.  He  received  the  University 
of  Iowa  Alumni  Association  Award  for  distin- 
guished community  service  in  1980. 

Dr.  Gilbert  J.  Cuthbertson,  32,  Iowa  City,  died 
February  28  of  injuries  suffered  in  a plane  crash 
near  North  Liberty.  Dr.  Cuthbertson  received 
the  M.D.  degree  from  the  University  of  North 
Carolina  School  of  Medicine,  Chapel  Hill  and 
completed  his  residency  in  pediatrics  at  the 
University  of  Iowa  Hospitals  and  Clinics.  At 


Just  as  the  human  heart  controls  the  functions  of  the  body, 

effective  management  is  the  heart  of  an  efficient  medical  office 
To  make  the  heart  of  your  office  stronger,  healthier, 
give  it  a dose  of  SOFTACTICS. 

What  is/who  are  SOFTACTICS? 

A company  made  up  of  individuals  who  make  it  their  business  to  know  exactly  what  your  medical  office 
needs.  It  is  and  they  are  a professional  computer  software  firm  with  the  ability  and  equipment  to  design 
and  develop  software  that  is  among  the  most  technologically  advanced  on  the  market  today.  Software  customized 
to  fit  your  medical  office’s  special  management  requirements.  Affordable  software.  Software  that  handles 
insurance  claims,  patient  scheduling  and  billing,  general  ledger,  accounts  payable,  and  payroll  — all  fast 
and  accurately. 
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1200  35TH  STREET 

^ SUITE  208 

WEST  DES  MOINES.  IOWA  50265 
(515)  224-4565 


244  / Iowa  Medicine 


the  time  of  his  death.  Dr.  Cuthbertson  was  a 
fellow  in  pediatrics  studying  infectious  dis- 
eases. 


YOCON 

YOHIMBINE  HCI 


Dr.  Megan  C.  Danton,  31,  Iowa  City,  died 
February  28  of  injuries  suffered  in  a plane  crash 
near  North  Liberty.  Dr.  Danton  received  the 
M.D.  degree  from  the  University  of  North  Car- 
olina School  of  Medicine,  Chapel  Hill  and 
completed  her  residency  in  pathology  at  the 
University  of  Iowa  Hospitals  and  Clinics.  She 
was  a graduate  student  working  on  her  MBA 
at  the  University  of  Iowa. 

Dr.  Artemus  B.  Henningsen,  76,  Clinton,  died 
February  19.  Dr.  Henningsen  received  the 
M.D.  degree  from  the  U.  of  I.  College  of  Med- 
icine and  was  a dermatologist  in  Clinton  for 
30  years  prior  to  his  retirement  in  1968. 

Dr.  Robert  G.  Collier,  53,  Davenport,  died 
March  12  at  Davenport  Medical  Center.  Dr. 
Collier  received  the  M.D.  degree  from  the  Uni- 
versity of  Illinois  Medical  School,  Champaign, 
Illinois  and  completed  his  residency  at  the 
University  of  Iowa  Hospitals  and  Clinics.  He 
had  practiced  medicine  in  Davenport  since  1969 
and  was  a member  of  the  American  College 
of  Surgeons. 

Dr.  DeVoe  O.  Bovenmyer,  86,  Ottumwa,  died 
March  8 at  Ottumwa  Manor.  Dr.  Bovenmyer 
received  the  M.D.  degree  at  the  U.  of  I.  College 
of  Medicine  and  practiced  medicine  in  Ot- 
tumwa from  1932  until  his  retirement  in  1979. 
He  was  a life  member  of  the  Iowa  Medical 
Society. 
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Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug . Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.1 2 Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.1’3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence, 1 ’3’4  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  'k  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon*  1/12  gr.  5.4  mg  in 
bottles  of  100’s  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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Classified  Advertising 


CLASSIFIED  ADVERTISING  RA TE  — $3  per  line , $30 
minimum  per  insertion.  NO  CHARGE  TO  MEMBERS 
OF  IOWA  MEDICAL  SOCIETY.  Copy  deadline  — 1st 
of  the  month  preceding  publication. 


SOUTHEASTERN  IOWA  — Seeking  full-time  and  part-time  physician 
for  new  50-bed  hospital  emergency  department  in  southeastern  Iowa. 
Attractive  hourly  compensation  and  malpractice  insurance  provided. 
Benefit  package  available  to  full-time  physicians.  Contact  Emergency 
Consultants,  Inc.,  2240  S.  Airport  Road,  Room  43,  Traverse  City,  Mich- 
igan 49684,  1-800/253-1795  or  in  Michigan  1-800/632-3496. 


HOLTER  MONITOR  — Quality  Scanning  for  Reel  or  Cassette  type 
recorders  by  qualified  technicians  and  certified  cardiologists'  interpre- 
tation, scan  price  $35.00.  Recorders  loans,  leased,  or  purchased  new 
dual-channel  holter  recorder,  $750.00,  with  2 year  warranty.  For  more 
information  call  collect.  Advance  Medical  and  Research  Center,  Inc. 
313/373-1199. 


GENERAL  SURGEON,  FAMILY  PRACTICE  and  INTERNAL  MEDI- 
CINE SPECIALISTS  — to  join  eight-doctor  family  practice  clinic  in 
Cloquet,  Minnesota,  a community  of  12,000  (30,000  service  area)  located 
20  minutes  from  Duluth-Superior.  Clinic  facility  is  located  one  block 
from  modern,  well  equipped  77-bed  hospital.  Cloquet  enjoys  a stable 
economy  (forest  products).  Additionally,  our  community  is  noted  for 
its  excellent  school  system.  First  year  salary  guarantee,  paid  malpractice, 
health  and  disability  insurance,  vacation  and  study  time.  Contact  John 
Turonie,  Administrator,  Raiter  Clinic,  Ltd.,  417  Skyline  Blvd.,  Cloquet, 
Minnesota  55720.  Telephone  218/879-1271. 


TIRED  OF  THE  DES  MOINES  RAT  RACE?  — A growing  multispecialty 
clinic  in  Prairie  du  Chien,  Wisconsin  is  looking  for  aggressive  Family 
Practice  and  General  Internists.  We  have  an  excellent  49-bed  Commu- 
nity Hospital.  We  have  excellent  sports  and  living  conditions.  The  school 
system  is  also  well  rated.  Please  contact  Brenda  Jones,  Office  Manager, 
Prairie  Medicine,  Ltd.,  Prairie  du  Chien,  Wisconsin  53821  or  608/326- 
6402. 


FAMILY  PHYSICIAN  NEEDED  — To  join  2 young  established  FP's  in 
Central  Iowa  community  of  28,000.  Office  located  next  to  modern  multi- 
specialty hospital.  Please  respond  to  Box  1577,  IOWA  MEDICINE,  1001 
Grand  Avenue,  West  Des  Moines,  Iowa  50265. 


GENERAL  SURGEON  — Medium-sized  acute  care  hospital  level  one 
Trauma  Center,  located  in  northern  Illinois,  seeks  general  surgeon  and 
surgery  residents,  minimum  4 years  residency  training,  for  in-house 
surgical  trauma  coverage.  Flexible  scheduling  primarily  weekends. 
Competitive  salary.  Send  CV  to:  iowa  medicine.  No.  1578,  1001  Grand 
Avenue,  West  Des  Moines,  Iowa  50265. 


UNSECURED  SIGNATURE  LOANS  FOR  PHYSICIANS  — $5,000  to 
$60,000.  No  points  or  fees,  best  rates-level  payments,  up  to  six  years 
to  repay,  no  prepayment  penalty,  deferred  principal  option,  first  pay- 
ment not  due  for  90  days,  confidential-rapid  processing.  Also  now 
offering  a Business  Legal  Plan  to  save  thousands  of  $$$,  using  preven- 
tive law  for  debt  collection,  review  of  contracts,  phone  consultations, 
legal  letters-phone  calls  on  your  behalf.  For  information  and  applica- 
tion CALL  TOLL  FREE  1-800/331-4952,  MediVersal  Department  114. 


PSYCHIATRIST  — Knoxville  VA  Medical  Center  is  actively  recruiting 
for  a staff  psychiatrist  (full  or  part-time).  Our  center  has  four  acute 
general  psychiatry  units,  chemical  dependency  treatment  program,  ther- 
apeutic living  unit.  If  you  want  to  work  in  a peaceful,  relaxed  com- 
munity and  get  that  hometown  feeling,  then  Knoxville  is  the  place  for 
you.  Excellent  salary  and  benefits,  including  attractive  retirement  plan, 
30  days  paid  vacation,  health  and  life  insurance,  thrift  savings  plan 
(similar  to  401K),  and  malpractice  coverage.  Require  licensure  any  state. 
E.O.E.  Contact  Chief  of  Staff  (11),  VA  Medical  Center,  1515  West  Pleas- 
ant, Knoxville,  Iowa  50138,  515/842-3101,  ext.  6006. 


PSYCHIATRIST  — For  Director  of  our  Chemical  Dependency  Unit  (48 
beds).  Current  salary  (board-certified)  $77,896.00/year;  salary  after  July 
1,  1988,  $81,011.84;  (board-eligible)  currently  $73,611.20;  after  July  1, 
1988,  $76,555.65.  Strong  probability  of  additional  substantial  increase 
July  1,  1988.  Numerous  fringe  benefits,  opportunities  for  outside  work. 
Fully  accredited  psychiatric  residency  program  enriches  professional 
environment  (12  residents).  Come  see  us  — become  one  of  our  10  senior 
psychiatrists,  all  full-time.  Much  teaching.  Write  E.  A.  Kjenaas,  M.D., 
Superintendent,  Mental  Health  Institute,  1200  West  Cedar  Street,  Cher- 
okee, Iowa  51012.  Phone  712/225-2594.  An  Equal  Opportunity/Affirm- 
ative Action  Employer. 


FAMILY  PRACTICE,  CENTRAL  IOWA  — Well-established  practice 
with  excellent  facilities,  including  x-ray  and  laboratory.  No  obstetrics. 
Competitive  first-year  salary  with  opportunity  of  partnership.  Please 
contact  Glendon  D.  Button,  M.D.,  Conrad  Clinic,  P.O.  Box  40,  Conrad, 
Iowa  50621.  Phone  515/366-2123. 


FAMILY  PRACTICE  — Clinic  with  4 family  practitioners,  2 surgeons 
and  1 internist  is  seeking  a BE/BC  Family  Practice  Specialist  to  replace 
a retiring  physician.  Salary  guarantee,  incentive,  moving  expenses  and 
insurance  included.  For  additional  information  contact  William  Buck- 
ley,  M.D.,  100  North  Grimmell  Street,  Jefferson,  Iowa  50129  or  call 
collect  515/386-4192. 


FACULTY/PRACTICE  POSITION  — Unique  opportunity  to  teach  and 
practice.  The  Davenport,  Iowa  Family  Practice  Program  is  seeking  a 
residency-trained  Family  Physician  to  join  its  faculty.  This  position 
offers  the  opportunity  to  practice  and  teach  residents  in  either  the  Dav- 
enport office  or  a satellite  clinic  located  20  miles  from  Davenport.  Ob- 
stetrical experience  and  interest  preferred.  Salary  is  competitive  and 
commensurate  with  experience.  If  interested  in  this  stimulating  op- 
portunity, please  direct  inquiries  and  a curriculum  vitae  to  Kim  P. 
Petersen,  M.D.,  Program  Director,  516  West  35th  Street,  Davenport, 
Iowa  52806. 
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INTERNAL  MEDICINE  — Carroll  Medical  Center  is  seeking  a general 
internist  to  join  four  family  practitioners  and  one  general  surgeon. 
Carroll  Medical  Center  was  established  in  1928  and  has  an  excellent 
reputation  in  this  West  Central  Iowa  community  of  10,000.  We  have  a 
newer  100  bed  hospital.  Reasonable  call  schedule.  First  year  guarantee, 
paid  malpractice  insurance  and  other  benefits  including  4 week  vacation 
and  2 week  CME  time.  Please  call  or  mail  CV  to  Jeffrey  K.  Larkin, 
M.D.,  502  N.  Court  Street,  Carroll,  Iowa  51401,  phone  712/792-1500. 


PEDIATRICS  — Marshfield  Clinic,  a 250-physician,  multi-specialty  pri- 
vate group  practice,  is  seeking  a board  certified  or  eligible  general 
pediatrician  to  join  its  expanding  regional  center  in  Chippewa  Falls. 
Chippewa  Falls  is  a community  of  15,000  people  located  in  beautiful 
west  central  Wisconsin  with  a wide  range  of  recreational,  educational, 
and  cultural  opportunities  easily  accessible.  The  clinic  is  adjacent  to  a 
110-bed  JCAH  accredited  hospital.  Competitive  salary  and  fringe  ben- 
efit package.  Send  curriculum  vitae  and  references  to:  Mr.  David  Draves, 
Director,  Regional  Development,  Marshfield  Clinic,  1000  North  Oak 
Avenue,  Marshfield,  Wisconsin  54449.  Or  you  may  call  collect  at  715/ 
387-5376. 


PRIMARY  CARE  PRACTICE  FOR  SALE  — Primary  care  practice  in 
Iowa  community  of  25,000.  Cash  flow  of  $350,000  for  1987  with  98% 
collection  and  $165,000  net.  Excellent  opportunity  to  assume  mature 
practice.  Timetable  flexible;  will  introduce.  Please  respond  to  Box  1579, 
IOWA  MEDICINE,  1001  Grand  Avenue,  West  Des  Moines,  Iowa  50265. 


EMERGENCY  PHYSICIANS  — Full  and  part-time  positions.  Level  II 
Emergency  Room  with  13,000  annual  volume.  Previous  experience  or 
commensurate  training  preferred.  ACLS,  ATLS  required.  Independent 
Contractor  Status.  Malpractice  paid.  Contact  Emergency  Services  and 
Management,  C.  A.  Lindquist,  M.D.,  Rt.  #1,  Fort  Dodge,  Iowa  50501. 
Telephone  515/955-6136. 


INTERNIST  — Grand  Island,  Nebraska.  Board  Certified/Eligible  In- 
ternist, with  or  without  subspecialty  wanted  for  addition  to  medical 
service  staff.  Grand  Island  Veterans  Administration  Medical  Center. 
Attractive  compensation,  vacation  time,  retirement  plan  and  other  ben- 
efits. Comfortable  living  in  city  of  near  40,000.  Send  CV  to  Stephen  W. 
Maks,  M.D.,  Grand  Island  VAMC,  Grand  Island,  Nebraska  68803. 


FAMILY  MEDICINE  — Outstanding,  diversified  Family  Practice  op- 
portunity in  attractive  riverfront  community  offering  the  support  and 
resources  of  a major  group  with  the  autonomy  of  private  practice.  Com- 
petitive salary  with  productivity  bonus  and  extensive  benefits  package 
along  with  paid  interview  and  relocation  expenses.  Call  Robert  A. 
Douglas,  M.D.,  1-800-327-1585. 


FAMILY  PHYSICIAN  — Established  and  enlarging  private  Family  Prac- 
tice Group  of  3 Board  Certified  FP's  and  1 PA-C  seeks  new  partner  BE/ 
BC.  Fairfield  is  the  county  seat  of  growing  southeast  Iowa,  population 
17,000  with  a diversified  manufacturing  economic  base  and  university. 
Excellent  salary  and  benefits  with  full  partnership  after  24  months. 
Modem,  fully  equipped  county  hospital  with  secure  support  and  won- 
derful geographic  location  for  full  scope  family  practice.  Contact  Jim 
A.  Buck,  M.D.,  515/472-4141. 


PROGRAM  DIRECTOR  FOR  FAMILY  PRACTICE  RESIDENCY  — 
Community-based,  fully  accredited  program  in  northeast  Iowa  is  seek- 
ing a program  director.  Sponsored  by  2 area  hospitals  and  affiliated 
with  the  University  of  Iowa.  Responsible  for  directing  training  activities 
and  administrative  operations  of  the  residency  and  Family  Practice  Cen- 
ter. Requirements:  U.S.  LCME  approved  M.D.  degree,  ABFP  certifi- 
cation, 3 years  residency  teaching  experience,  interest  in  teaching  and 
aptitude  for  medical  administration.  Excellent  salary  and  benefits.  Send 
curriculum  vitae  by  June  30,  1988  to  Geoffrey  LaGary,  Administrator, 
Family  Practice  Center,  441  E.  San  Maman  Drive,  Waterloo,  Iowa  50702, 
319/234-4419. 


MEDICAL  AND  OFFICE  EQUIPMENT  — Good,  clean  waiting  room 
furniture.  Desk,  exam  room  table  and  more.  Best  offer.  Contact  William 
P.  Wellington,  M.D.,  P.C.,  2130  Grand  Avenue,  Des  Moines,  Iowa 
50312.  515/278-0241  after  5 p.m.  on  weekdays. 


GREAT  OPPORTUNITY  FOR  GP  — Family  Physician  needed  to  work 
in  busy  growing  practice.  No  investment  required.  Established  practice 
with  guaranteed  patient  base.  Good  base  salary  plus  incentive  and 
potential  for  growth  for  the  right  doctor.  Vacations  and  insurance  paid. 
Reply  to  C.H.S.,  P.O.  Box  641,  Moline,  Illinois  61265. 
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ALLERGY 


RICHARD  L.  COOLEY,  M.D. 
PARK  CLINIC 
MASON  CITY  50401 
515/421-5677 


ROGER  I.  CEILLEY,  M.D. 

|.  WILLIAM  HOLTZE,  M.D. 

1212  PLEASANT,  SUITE  402 
DES  MOINES  50309 
515/244-0136 

DERMATOLOGY,  DERMATOLOGIC 
SURGERY  AND  MOHS' 
CHEMOSURGERY  FOR  SKIN  CANCER 


NEONATOLOGY 


S.  SAHU,  M.D.,  F.A.A.P. 

S.  SIDDIQUI,  M.D. 
NEWBORN  SPECIALIST,  P.C. 
421  LAUREL 
DES  MOINES  50314 
24  HOUR  515/244-0377 


PEDIATRIC  AND  ADULT  ALLERGY,  P.C. 
GEORGE  G.  CAUDILL,  M.D. 

VEL|KO  K.  ZIVKOVICH,  M.D. 

1212  PLEASANT,  SUITE  110 
DES  MOINES  50309 
515/244-7229 

CERTIFIED  BY  AMERICAN  BOARD  OF 
ALLERGY  & IMMUNOLOGY  IN 
PEDIATRIC  & ADULT  ALLERGY 


ALLERGY  INSTITUTE,  P.C. 

A.  Y.  AL-SHASH,  M.D. 

1701  22ND  STREET,  SUITE  207 
WEST  DES  MOINES  50265 
515/223-8622 


JOHN  A.  CAFFREY,  M.D.,  P.C. 
1212  PLEASANT,  SUITE  106 
DES  MOINES  50309 
515/243-0590 

ALLERGY  & IMMUNOLOGY 


CARDIOLOGY 


CARDIOLOGY  CONSULTANTS,  P.C. 

A.  L.  CHUGHTAI,  M.D.,  F.A.C.C. 

M.  L.  KWATRA,  M.D.,  F.A.C.C. 

P.  PALAKURTHY,  M.D.,  F.A.C.C. 

1072  FOURTH  STREET 
DES  MOINES  50314 
515/244-1352 

PRACTICE  LIMITED  TO 
CARDIOVASCULAR  DISEASES  — ALL 
INVASIVE  AND  NONINVASIVE 
PROCEDURES 


RANDALL  R.  MAHARRY,  M.D. 
1212  PLEASANT,  SUITE  406 
DES  MOINES  50309 
515/243-8676 


ELECTRODIAGNOSIS 


BURTON  STONE,  M.D. 

BURLINGTON  MEDICAL  CENTER 
2910  MADISON  AVENUE 
BURLINGTON  52601 
319/754-7841 

ELECTROMYOGRAPHY  & NERVE 
CONDUCTION  VELOCITY  STUDIES, 
PHYSICAL  MEDICINE  & 
REHABILITATION,  KLEIN 
REHABILITATION  UNIT 


GASTROENTEROLOGY 


DIAGNOSTIC  GASTROENTEROLOGY 
ASSOCIATES,  P.C. 

Y.  PRUSAK,  M.D. 

HARVEY  GILLER,  D.O. 

JEFFREY  STAHL,  M.D. 

943 19TH 

DES  MOINES  50311 
515/288-6097 

PRACTICE  LIMITED  TO 
GASTROENTEROLOGY  AND 
GASTROINTESTINAL  ENDOSCOPY 


NEUROLOGY 


NEUROLOGICAL  ASSOCIATES  OF 
DES  MOINES,  P.C. 

MICHAEL  J.  STEIN,  D.O. 

DAVID  L.  FRIEDGOOD,  D.O. 

STEVEN  R.  ADELMAN,  D.O. 

JOSEPH  M.  DORO,  D.O. 

1750  28TH  STREET,  SUITE  1 
WEST  DES  MOINES  50265 
515/223-1917 

NEUROLOGY,  ELECTROMYOGRAPHY, 
ELECTROENCEPHALOGRAPHY 


NEUROSURGERY 


NEURO-ASSOCIATES,  P.C. 

ROBERT  C.  JONES,  M.D. 

STUART  R.  WINSTON,  M.D. 

1034  FOURTH 
DES  MOINES  50314 
515/283-2217 

PRACTICE  LIMITED  TO  NEUROSURGERY 


JAMES  R.  LAMORGESE,  M.D. 

1519  CENTER  POINT  RD.,  N.E. 

CEDAR  RAPIDS  50402 
319/366-0481 

PRACTICE  LIMITED  TO  NEUROSURGERY 


HOSUNG  CHUNG,  M.D. 

SCHOITZ  MEDICAL  ARTS  CENTER 
2055  KIMBALL,  SUITE  155 
WATERLOO  50702 
319/232-8756 

PRACTICE  LIMITED  TO  NEUROSURGERY 


DERMATOLOGY 


ROBERT  J.  BARRY,  M.D. 

1030  FIFTH  AVE.,  S.E. 

CEDAR  RAPIDS  52403 
319/366-7541 

PRACTICE  LIMITED  TO  DISEASES, 
CANCER  AND  SURGERY  OF  SKIN 


INFECTIOUS  DISEASES 


CHEST,  INFECTIOUS  DISEASES  & 
ASSOCIATES,  P.C. 

DANIEL  H.  GERVICH,  M.D. 
INFECTIOUS  DISEASES 
1000  SEVENTY-THIRD  STREET 
SUITE  #3,  WESTGATE  PLAZA 
DES  MOINES  50311 
24  HOUR  515/224-1777 


EUGENE  E.  HERZBERGER,  M.D. 

300  NORTH  GRANDVIEW 
DUBUQUE  52001 
319/557-1550 

PRACTICE  LIMITED  TO  NEUROSURGERY 


ROBERT  A.  HAYNE,  M.D. 
THOMAS  A.  CARLSTROM,  M.D. 
METHODIST  MEDICAL  PLAZA 
1212  PLEASANT,  SUITE  214 
DES  MOINES  50309 
515/288-1317 

NEUROLOGICAL  SURGERY 
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OPHTHALMOLOGY 


WOLFE  CLINIC,  P.C. 

OTIS  D.  WOLFE,  M.D. 

RUSSELL  H.  WATT,  M.D. 

JOHN  M.  GRAETHER,  M.D. 

RUSSELL  R.  WIDNER,  M.D. 

GILBERT  W.  HARRIS,  M.D. 

JAMES  A.  DAVISON,  M.D. 

NORMAN  F.  WOODLIEF,  M.D. 

ERIC  W.  BLIGARD,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/754-6200 
SATELLITE  OFFICES: 

4800  WESTOWN  PARKWAY  REGENCY  #3 
WEST  DES  MOINES  50265 
515/223-8685 

300  SOUTH  KENYON  ROAD 
FORT  DODGE  50501 
515/576-7777 

516  SOUTH  DIVISION  STREET 
CEDAR  FALLS  50613 
319/277-0103 


OPHTHALMIC  ASSOCIATES,  P.C. 
ROBERT  D.  WHINERY,  M.D. 
STEPHEN  H.  WOLKEN,  M.D. 
ROBERT  B.  GOFFSTEIN,  M.D. 
LYSE  S.  STRNAD,  M.D. 

2409  TOWNCREST  DR. 

IOWA  CITY  52240 
319/338-3623 


NORTH  IOWA  EYE  CLINIC,  P.C. 
ADDISON  W.  BROWN,  JR.,  M.D. 
MICHAEL  L.  LONG,  M.D. 
BRADLEY  L.  ISAAK,  M.D. 

3121  4TH  STREET,  S.W. 

P.O.  BOX  1877 
MASON  CITY  50401 
515/423-8861 


GENE  E.  MEGER,  M.D. 

ROBERT  R.  KELLER,  M.D. 

853  SECOND  AVENUE,  S.E. 

CEDAR  RAPIDS  52403 
319/365-7535 

PRACTICE  LIMITED  TO  OPHTHALMOLOGY 


OTOLARYNGOLOGY 


DUBUQUE  OTOLARYNGOLOGY  SERVICE,  P.C. 
THOMAS  J.  BENDA,  M.D. 

JAMES  W.  WHITE,  M.D. 

CRAIG  C.  HERTHER,  M.D. 

310  NORTH  GRANDVIEW 
DUBUQUE  52001 
319/588-0506 


IOWA  HEAD  AND  NECK  ASSOCIATES,  P.C. 
ROBERT  T.  BROWN,  M.D. 

EUGENE  PETERSON,  M.D. 

RICHARD  B.  MERRICK,  M.D. 

3901  INGERSOLL 
DES  MOINES  50312 
515/274-9135 


OTO.  — HEAD  & NECK  SURGICAL 
ASSOCIATES,  P.C. 

THOMAS  A.  ERICSON,  M.D. 

STEVEN  R.  HERWIG,  D.O. 

1215  PLEASANT,  SUITE  408 
DES  MOINES  50309 
515/283-5780 
1/800/248-4443 

EAR,  NOSE  AND  THROAT  SURGERY, 
FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 


WOLFE  CLINIC,  P.C. 

MICHAEL  W.  HILL,  M.D. 

DANIEL  ).  BLUM,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1566 
WOLFE  CLINIC,  P.C. 

4800  WESTOWN  PARKWAY  REGENCY  #3 
WEST  DES  MOINES  50265 
515/223-8685 

OTOLARYNGOLOGY-HEAD  AND  NECK 
SURGERY,  FACIAL  PLASTIC  SURGERY, 
ALLERGY 


PHILLIP  A.  LINQUIST,  D.O.,  P.C. 

1000  ILLINOIS 
DES  MOINES  50314 
515/244-5225 

EAR,  NOSE  AND  THROAT  SURGERY, 
FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 


ROBERT  G.  SMITS,  M.D.,  P.C. 

MERCY  MEDICAL  PLAZA 
421  LAUREL,  SUITE  402 
DES  MOINES  50314 
515/244-8152 
1/800/622-0002 

EAR,  NOSE  AND  THROAT  SURGERY, 

FACIAL  PLASTIC  SURGERY  AND  HEAD  AND 
NECK  SURGERY 


EASTERN  IOWA  HEAD  & NECK  SURGERY,  P.C. 
JAMES  E.  SPODEN,  M.D.,  F.A.C.S. 

1030  5TH  AVENUE,  S.E.,  SUITE  2000 
CEDAR  RAPIDS  52403 
319/365-3883 


PATHOLOGY 


LABORATORY  OF  CLINICAL  MEDICINE 
ORLYN  ENGELSTAD,  M.D. 

L.  JEFF  RISSMAN,  M.D. 

1150  SIXTH  AVENUE 
DES  MOINES  50314 
515/244-5075 
CLINICAL  CHEMISTRY, 
RADIOIMMUNOASSAY, 
MICROBIOLOGY,  CYTOPATHOLOGY, 
HEMATOLOGY  AND  SURGICAL 
PATHOLOGY 

CLINICAL  LABORATORIES 

GERALD  WEDEMEYER,  M.D.,  F.C.A.P. 

819  LINCOLNWAY 

AMES  50010 

515/233-2316 

CONSULTATION  IN  LABORATORY 
MEDICINE  AND  PATHOLOGY 


PHYSICAL  MEDICINE  & 
REHABILITATION 


PHYSIATRY  ASSOCIATES 
WILLIAM  D.  DECRAVELLES,  JR.,  M.D. 
CHARLES  F.  DENHART,  M.D. 

MARVIN  M.  HURD,  M.D. 

WILLIAM  C.  KOENIG,  JR.,  M.D. 

KAREN  KIENKER,  M.D. 

MARK  R.  WILSON,  M.D. 

YOUNKER  MEMORIAL  REHABILITATION 
CENTER 

IOWA  METHODIST  MEDICAL  CENTER 
1200  PLEASANT 
DES  MOINES  50308 


PSYCHIATRY 


CAVALLIN  AND  ASSOCIATES,  P.C. 

HECTOR  W.  CAVALLIN,  M.D. 

1301  PENNSYLVANIA,  SUITE  116 
DES  MOINES  50316 
515/265-1149 

PSYCHIATRIC  AND  PSYCHOLOGICAL  SERV- 
ICES FOR  ADULTS,  ADOLESCENTS,  CHIL- 
DREN AND  INFANTS 


PULMONARY  MEDICINE 


CHEST,  INFECTIOUS  DISEASES  & 
ASSOCIATES,  P.C. 

ROGER  T.  LIU,  M.D. 

STEVEN  G.  BERRY,  M.D. 
DONALD  L.  BURROWS,  M.D. 
MICHAEL  WITTE,  D.O. 
PULMONARY  DISEASES 
1000  SEVENTY-THIRD  STREET 
SUITE  #3,  WESTGATE  PLAZA 
DES  MOINES  50311 
24  HOUR  515/224-1777 


SURGERY 


JOHN  G.  GANSKE,  M.D. 

1301  PENNSYLVANIA,  SUITE  312 
DES  MOINES  50316 
515/266-6558 

PLASTIC,  RECONSTRUCTIVE  AND 
HAND  SURGERY 


A.  B.  GRUNDBERG,  M.D. 

1440  PLEASANT 
DES  MOINES  50309 
515/288-5759 

ORTHOPAEDIC  SURGERY,  SURGERY  OF 
THE  HAND 


PLASTIC  SURGERY  INSTITUTE,  P.C. 
JAMES  O.  STALLINGS,  M.D. 

528  UNIVAC  BUILDING 
1025  ASHWORTH  ROAD 
WEST  DES  MOINES  50265 
515/225-7107 

Telephone  answered  day  or  night 

AESTHETIC  PLASTIC  SURGERY, 
RECONSTRUCTIVE  PLASTIC  SURGERY, 
SURGERY  OF  THE  HAND, 
MICROVASCULAR  PLASTIC  SURGERY 


SINESIO  MISOL,  M.D. 

1045  FIFTH  STREET 
DES  MOINES  50314 
515/244-7272 

ORTHOPEDIC  SURGERY,  SURGERY  OF 
THE  HAND 


WENDELL  DOWNING,  M.D. 

1212  PLEASANT  STREET,  SUITE  410 
DES  MOINES  50309 
515/283-5767 

DISEASES  AND  SURGERY  OF  THE  COLON 
AND  RECTUM 
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In  the  Public  Interest 


Cultivating  Safety 
On  The  Farm 


Farming  can  be  hazardous  to  your  health. 

According  to  the  Iowa  Division  of  Labor 
Services,  41  Iowans  died  in  farm  accidents  in 
1986.  Farm  injuries  reported  under  workers' 
compensation  — probably  a small  percentage 
of  all  farm  injuries  — totalled  502.  In  addition 
to  safety  hazards,  farmers  are  continuously  ex- 
posed to  airborne  pollutants  such  as  chemical 
sprays  and  grain  dust. 

However,  several  efforts  are  underway  to 
help  more  farmers  stay  safe  and  healthy  in 
their  chosen  occupation.  A national  confer- 
ence entitled  “Agricultural  Occupational  and 
Environmental  Health:  Policy  Strategies  for  the 
Future"  has  been  planned  for  September  18- 
21  in  Iowa  City  and  September  29-30  in  Des 
Moines.  Conference  attendees  will  include 
farmers,  ranchers,  health  care  providers  in- 
cluding physicians,  policy  makers,  farm  or- 
ganizations and  others  interested  in  the  health 
and  safety  of  farm  families. 

The  conference  is  being  organized  by  the 
University  of  Iowa  and  Iowa  State  University. 
Major  funding  has  come  from  Pioneer  Hi-Bred 
International,  the  Northwest  Area  Foundation 
of  St.  Paul,  the  Iowa  Farm  Bureau  Federation, 
John  Deere  and  Land  O'  Lakes. 

“Agriculture  is  one  of  the  most  hazardous 
occupations,  as  was  clearly  documented  in  the 
Des  Moines  Register's  Pulitizer  Prize-winning 
'A  Harvest  of  Harm'  series  a few  years  ago," 
says  Kelley  Donham,  M.D.,  a professor  in  the 
UI  Institute  of  Agricultural  Medicine  and  Oc- 
cupational Health.  "Our  ultimate  objective 
with  the  conference  is  to  reduce  health  and 
safety  hazards  on  the  farm,  something  that 
hasn't  yet  been  dealt  with  in  a programmatic 
way." 

In  the  first  conference  session  in  Iowa  City, 
technical  working  groups  will  identify  re- 


search and  service  needs  and  pertinent  policy 
issues.  The  second  and  third  sessions  in  Des 
Moines  will  consist  of  policy  working  groups 
on  September  29  and  a public  forum  on  Sep- 
tember 30.  Topics  to  be  discussed  in  the  public 
forum  include  safe  use  of  chemicals,  respira- 
tory diseases,  accidents,  pesticide  safety  and 
how  to  provide  health  and  safety  services  for 
farmers. 

After  the  conference,  a summary  report 
containing  recommended  policy  strategies  will 
be  published  and  distributed  to  pertinent  pub- 
lic interest  groups,  key  legislators  and  policy 
makers  nationwide. 

Dr.  Donham  is  also  director  of  a new  state- 
funded  program  called  the  Iowa  Agricultural 
Health  and  Safety  Service  Pilot  Project.  The 
project  was  scheduled  to  begin  last  month  at 
Sartori  Memorial  Hospital  in  Cedar  Falls  and 
the  Marshalltown  Medical-Surgical  Center. 
Later  this  year,  the  project  will  be  extended  to 
Guttenberg  Municipal  Hospital  and  Central 
Community  Hospital  in  Elkader. 

The  program  consists  of  a free  series  of 
educational  programs  and  an  expanded  pro- 
gram farmers  can  attend  for  a fee.  The  pro- 
gram offers  screenings  for  respiratory  prob- 
lems, cancer  and  hearing  loss  and  a farm  survey 
of  safety  hazards  by  an  agricultural  hygienist. 

Under  the  program,  physicians,  nurses 
and  emergency  medical  personnel  may  receive 
special  training  so  they  can  respond  better  to 
farmers'  health  needs. 

“We're  not  seeking  restrictive  legislation 
and  regulations  on  the  farm  community,"  con- 
cludes Dr.  Donham.  “Instead,  we  believe  all 
groups  concerned  will  be  able  to  work  toward 
a consensus  on  ways  to  make  agriculture 
safer." 
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Before  prescribing , see  complete  prescribing 
information  in  SK&F  LAB  CO.  literature  or  P DR. 
The  following  is  a brief  summary. 
Contraindications:  There  are  no  known  contraindi- 
cations to  the  use  of  Tagamet'. 

Precautions:  While  a weak  antiandrogenic  effect 
has  been  demonstrated  in  animals,  Tagamet'  has 
been  shown  to  haye  no  effect  on  spermatogenesis, 
sperm  count,  motility,  morphology  or  in  vitro  fertiliz- 
ing capacity  in  humans. 

in  a 24-month  toxicity  study  in  rats  at  dose  levels  ap- 
proximately 9 to  56  times  the  recommended  human 
dose,  benign  Ley  dig  cell  tumors  were  seen.  These 
were  common  in  both  the  treated  and  control 
groups,  and  the  incidence  became  significantly 
higher  only  in  the  aged  rats  receiving  Tagamet  '. 

Rare  instances  of  cardiac  arrhythmias  and  hypoten- 
sion have  been  reported  following  the  rapid  admin- 
istration of  Tagamet'  HCI  (brand  of  cimetidine  hy- 
drochloride) injection  by  intravenous  bolus. 
Symptomatic  response  to  Tagamet  therapy  does 
not  preclude  the  presence  of  a gastric  malignancy. 
There  have  been  rare  reports  of  transient  healing  of 
gastric  ulcers  despite  subsequently  documented  ma- 
lignancy 

Reversible  confusional  states  have  been  reported  on 
occasion,  predominantly  in  severely  Hi  patients. 
Tagamet'  has  been  reported  to  reduce  the  hepatic 
metabolism  of  warfarin-type  anticoagulants,  pheny- 
toin,  propranolol,  chlordiazepoxide,  diazepam,  lido- 
caine,  theophylline  and  metronidazole.  Clinically  sig- 
nificant effects  have  been  reported  with  the 
warfarin  anticoagulants;  therefore,  dose  monitor- 
ing of  prothrombin  time  is  recommended,  and  ad- 
justment of  the  anticoagulant  dose  may  be  neces- 
sary when  Tagamet'  is  administered  concomitantly 
Interaction  with  phenytoin,  lidocaine  and  theophyl- 
line has  also  been  reported  to  produce  adverse  clini- 
cal effects. 

However,  a crossover  study  in  healthy  subjects  re- 
ceiving either  Tagamet'  300  mg.  q.i.d.  or  800  mg. 
h.s.  concomitantly  with  a 300  mg.  b.i.d.  dosage  of 
theophylline  ( Theo-Dur ®,  Key  Pharmaceuticals,  Inc.), 


demonstrated  less  alteration  in  steady-state  theo- 
phylline peak  serum  levels  with  the  800  mg.  h.s.  regi- 
men, particularly  in  subjects  aged  54  years  and  older. 
Data  beyond  ten  days  are  not  available.  (Note:  All 
patients  receiving  theophylline  should  be  monitored 
appropriately,  regardless  of  concomitant  drug  ther- 
apy.) 

Lack  of  experience  to  date  precludes  recommending 
Tagamet'  for  use  in  pregnant  patients,  women  of 
childbearing  potential,  nursing  mothers  or  children 
under  16  unless  anticipated  benefits  outweigh  po- 
tential risks;  generally,  nursing  should  not  be  under- 
taken in  patients  taking  the  drug  since  cimetidine  is 
secreted  in  human  milk. 

Adverse  Reactions:  Diarrhea,  dizziness,  somno- 
lence, headache,  rash.  Reversible  arthralgia,  myalgia 
and  exacerbation  of  joint  symptoms  in  patients  with 
preexisting  arthritis  have  been  reported.  Reversible 
confusional  states  (e.g.,  mental  confusion,  agitation, 
psychosis,  depression,  anxiety,  hallucinations,  disori- 
entation), predominantly  in  severely  ill  patients, 
have  been  reported.  Gynecomastia  and  reversible 
impotence  in  patients  with  pathological  hypersecre- 
tory disorders  receiving  Tagamet',  particularly  in 
high  doses,  for  at  least  12  months,  have  been  re- 
ported. Reversible  alopecia  has  been  reported  very 
rarely.  Decreased  white  blood  cell  counts  in 
Tagamet -treated  patients  (approximately  1 per 
100,000  patients),  including  agranulocytosis  (ap- 
proximately 3 per  million  patients),  have  been  re- 
ported, including  a few  reports  of  recurrence  on  re- 
challenge. Most  of  these  reports  were  in  patients 
who  had  serious  concomitant  illnesses  and  received 
drugs  and/or  treatment  known  to  produce  neutrope- 
nia. Thrombocytopenia  (approximately  3 per  million 
patients)  and  a few  cases  of  aplastic  anemia  have 
also  been  reported.  Increased  serum  transaminase 
and  creatinine,  as  well  as  rare  cases  of  fever,  intersti- 
tial nephritis,  urinary  retention,  pancreatitis  and  al- 
lergic reactions,  including  hypersensitivity  vascu- 
litis, have  been  reported.  Reversible  adverse  hepatic 
effects,  cholestatic  or  mixed  cholestatic- 
hepatocellular  in  nature,  have  been  reported  rarely. 
Because  of  the  predominance  of  cholestatic  features, 
severe  parenchymal  injury  is  considered  highly  un- 


likely A single  case  of  biopsy-proven  periportal 
hepatic  fibrosis  in  a patient  receiving  Tagamet  has 
been  reported. 

How  Supplied:,  Tablets:  200  mg.  tablets  in  bottles 
of  100;  300  mg.  tablets  in  bottles  of  100  and  Single 
Unit  Packages  of  100  (intended  for  institutional  use 
only);  400  mg.  tablets  in  bottles  of  60  and  Single 
Unit  Packages  of  100  (intended  for  institutional  use 
only),  and  800  mg.  Tiltab9  tablets  in  bottles  of  30 
and  Single  Unit  Packages  of  100  (intended  for  insti- 
tutional use  only). 

Liquid:  300  mg. 15  ml.,  in  8 fl.  oz.  (237  ml.)  amber 
glass  bottles  and  in  single-dose  units  (300  mg. 15  ml.), 
in  packages  of  10  (intended  for  institutional  use 
only). 

Injection: 

Vials:  300  mg. 12  ml.  in  single-dose  vials,  in  packages 
of  1 0 and  30,  and  in  8 ml.  multiple-dose  vials,  in 
packages  of  1 0 and  25. 

Pre filled  Syringes:  300  mg./ 2 ml.  in  single-dose  pre- 
filled disposable  syringes. 

Plastic  Containers:  300  mg.  in  50  ml.  of  0.9%  So- 
dium Chloride  in  single-dose  plastic  containers,  in 
packages  of  4 units.  No  preservative  has  been 
added. 

ADD-Vantage9*  Vials:  300  mg./2  ml.  in  single-dose 
ADD-Vantage 9 Vials,  in  packages  of  25. 

Exposure  of  the  premixed  product  to  excessive  heat 
should  be  avoided.  It  is  recommended  the  product  be 
stored  at  controlled  room  temperature.  Brief  expo- 
sure up  to  40  °C  does  not  adversely  affect  the  pre- 
mixed product. 

Tagamet ' HCI  (brand  of  cimetidine  hydrochloride)  In- 
jection premixed  in  single-dose  plastic  containers  is 
manufactured  for  SK&F  Lab  Co.  by  Travenol  Labora- 
tories, Inc.,  Deerfield,  IL  600 1 5. 

* ADD-Vantage9 is  a trademark  of  Abbott  Laboratories. 
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You'll  both  feel  good  about  it. 


We  need 
someone 
with  the 
confidence 
of  a surgeon, 
the  dedication 
ofa 

marathoner 
andthe 
courage  of 

an  explorer. 

We  need  someone  to 
fill  a unique  job  opening. 

Someone  to  spend 
two  years  in  another 
country.  To  live  and  work 
in  another  culture.  To 
learn  a new  language  and 
acquire  new  skills. 

We  need  someone 
who  wants  to  help  im- 
prove other  people’s  lives. 
Who’s  anxious  to  build 
lasting  friendships.  To 
gain  memories  and  expe- 
rience that  will  last  a 
lifetime.  And  a sense  of 
fulfillment  few  jobs  can 
match. 

We  need  a Peace  Corps 
volunteer.  Interested? 

The  first  step  is  easy. 

Call  1-800-424-8580, 
Ext.  93. 

Peace  Corps. 

The  toughest  job  you’ll  ever  love. 
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Roche  Medication  Education 
Booklets  supplement  your  instruc- 
tions to  patients.  So  forget  ME  not. 
The  Limbitrol®  (chloradiazepoxide 
and  amitriptyline  HCl/Roche)C 
booklet  is  part  of  The  Roche 
Medication  Education  Program. 

This  important  program  helps  your 
patients  remember  and  understand: 

• What  the  medication  is  and 
why  they  are  taking  it 

• The  importance  of  staying 
with  the  prescribed  course  of 
treatment 

• What  foods  and  drinks  to  avoid 

• Possible  side  effects 

For  a free  supply  of  Limbitrol 
booklets,  complete  the 
coupon  below  and  mail  it  to: 
Professional  Services  Department, 
Roche  Laboratories,  a division 
of  Hoffmann-La  Roche  Inc., 

340  Kingsland  Street,  Nutley, 

New  Jersey  07110-1199 
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STREET  ADDRESS 


CITY  STATE  ZIP 


Roche  Laboratories 
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Anything  Worthwhile 
Takes  Hard  Work 


We  may  have  lost  a skirmish,  but  I don't 
believe  we've  lost  the  war. 

Governor  Branstad's  May  13  veto  of  the 
medical  liability  bill  was  a disappointment  to 
the  many  Iowa  physicians  who  have  worked 
diligently  for  reform  of  our  liability  laws. 
Though  the  bill  was  not  tort  reform  and  did 
not  include  limits  on  damages  sought  by  the 
IMS,  by  capping  physicians'  insurance  costs  it 
was  a positive  step  toward  the  meaningful  li- 
ability reform  we  hope  to  see  eventually. 

The  political  process  is  unpredictable.  The 
1988  Iowa  Legislature,  recognizing  the  grow- 
ing effects  of  the  liability  crisis,  approved  a bill 
they  felt  addressed  important  aspects  of  this 
complex  problem.  The  governor,  who  favors 
caps  on  damages,  vetoed  the  bill  because  he 
philosophically  did  not  believe  the  state  should 
be  in  the  insurance  business.  He  feared  an 
increase  in  the  number  of  suits  and  dollar 
amounts  awarded,  which  could  "exceed  the 
fund"  and  put  a drain  on  the  state  treasury. 

For  this  year,  Iowa  physicians  and  pa- 
tients have  come  up  empty.  Though  we  have 
been  dealt  a setback,  we  have  come  a long 
way  since  we  first  identified  tort  reform  as  a 
top  priority  for  the  1986  legislative  session. 
Some  of  our  gains  have  been  effective,  i.e.  reg- 
ulation concerning  expert  witnesses.  Despite 


our  discouragement  over  this  year's  outcome, 
we  must  remember  we  are  doing  a good  job 
of  educating  Iowa  lawmakers  and  citizens 
about  this  ongoing  crisis.  We  have  learned 
through  the  years  that  nothing  good  comes 
easily.  Public  attitude  shapes  public  policy,  so 
we  must  continue  to  expend  as  much  effort  as 
possible  to  benefit  our  patients  and  medical 
practice.  The  1989  legislative  session  will  re- 
quire an  all  out  effort  by  all  Iowa  physicians. 

This  column  is  my  first  as  your  president. 
I am  honored  to  be  your  representative  and 
am  grateful  to  all  my  colleagues  who  have 
placed  their  faith  in  me.  I look  forward  to  an 
interesting  and  challenging  year. 


President 
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Cover  Story 


Expectations  vs.  Reality: 
Young  Physicians  Speak  Out 


This  month's  cover  story  explores  the 
unique  concerns  of  young  Iowa  physi- 
cians and  their  perspective  on  the  prac- 
tice of  medicine.  Young  physicians  in- 
terviewed for  the  article  were:  Sherry 
S.  Bulten,  M.D.,  a Humboldt  family 
physician  in  her  6th  year  of  practice; 
lames  Clemens,  M.D.,  a family  physi- 
cian in  Sibley  for  4 years;  Nile  Dus- 
dieker,  M.D.,  a Cedar  Rapids  gastroen- 
terologist in  practice  for  1 0 years;  and 
Kent  B.  Hartung,  M.D.,  a Red  Oak  fam- 
ily physician  in  practice  for  3 years. 


iowa  medicine:  Do  you  think  today's  physi- 
cian is  faced  with  vastly  different  problems 
than  physicians  who  entered  practice  25  years 
ago? 

Dr.  Clemens:  I believe  there  are  signifi- 
cant differences.  Physicians  practicing  for  a 
long  time  would  probably  agree  that,  in  gen- 
eral, practice  is  more  difficult  now  because  of 
the  amount  of  intervention  in  and  regulation 
of  the  physician/patient  relationship.  Govern- 
ment and  third  party  control  has  multiplied 
just  since  I've  been  practicing. 

Another  difference  is  that  patient  expec- 
tations are  much  higher  than  they  were  25  years 
ago.  This  results  in  the  medical-legal  situation 
physicians  face  today.  Physicians  25  years  ago 
didn't  practice  with  a great  deal  of  apprehen- 
sion about  lawsuits.  None  of  these  things  has 
enhanced  the  practice  of  medicine. 


A wonderful  difference  between  practice 
now  and  several  decades  ago  is  the  fact  that 
today's  physicians  can  do  so  much  more  for 
patients.  We  don't  have  to  look  at  a patient 
and  say  'There's  nothing  I can  do'  nearly  as 
often. 

iowa  medicine:  Do  you  believe  the  younger 
physician  is  more  aware  of  the  impact  of  his 
or  her  medical  decisions  on  the  cost  of  patient 
care? 

Dr.  Bulten:  I think  this  has  been  a grow- 
ing, evolutionary  process.  A long  time  ago 
physicians  were  aware  of  the  impact,  then  there 
was  a 'middle  era'  when  third  parties  paid  for 
everything.  Now,  physicians  are  again  more 
aware  of  practicing  cost-effective  medicine  such 
as  not  hospitalizing  longer  than  necessary.  It's 
part  of  younger  physicians'  training.  I don't 


"As  a new  physician,  you  have  to  learn 
to  play  the  DRG  game.  The  challenge 
is  giving  good  patient  care  but  not  get- 
ting burned  by  third  party  payors." 


think  of  it  as  a negative  or  a positive.  It's  just 
something  that  has  to  be.  However,  I am  ex- 
tremely concerned  about  the  working  poor  who 
have  no  insurance.  I would  hate  to  see  us  lose 
the  compassionate  fee  reduction  for  patients 
who  can't  afford  the  full  fee. 

Dr.  Hartung:  I believe  more  physicians  of 
all  ages  are  aware  of  the  impact  their  medical 
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decisions  have  on  the  overall  cost  of  patient 
care.  I expected  this  to  be  a part  of  medical 
practice.  What  surprised  me  was  how  this  di- 
rectly interacts  with  the  business  aspect  of 
practicing,  i.e.  paying  malpractice  premiums 
and  other  overhead  as  well  as  dealing  with 
third-party  payors. 

iowa  medicine:  What  is  most  important  in  your 
life?  Do  you  believe  today's  physician  has  dif- 
ferent priorities? 

Dr.  Dusdieker:  I have  2 priorities  — to  be 
the  best  physician  I can  be  and  the  best  hus- 
band and  father.  My  wife  is  a pediatrician  at 
the  University  of  Iowa  and  we  are  both  very 
aware  of  our  responsibility  to  spend  time  with 
our  family.  At  home,  we  discuss  medicine  very 
little. 

My  father  was  also  a physician,  a solo 
practitioner.  However,  he  set  his  own  sched- 
ule and  didn't  let  his  patients  think  he  was 
available  24  hours  a day.  Like  him.  I'm  work- 
ing very  hard  to  have  a balanced  lifestyle. 

Dr.  Clemens:  I have  some  deep  Christian 
commitments.  My  walk  with  the  Lord,  my 
family  and  my  friends  are  the  most  important 
things  in  my  life.  I think  there  is  more  group 
practice  today  because  many  physicians  have 
priorities  other  than  medicine.  I practice  with 
several  other  physicians  and  we're  very  com- 
mitted to  our  call  schedule.  We  all  consider 
our  private  lives  a priority. 

Some  physicians  have  an  exaggerated 
sense  of  responsibility  and  feel  indispensable. 
This  is  nonsense.  It's  an  important  profession 


and  I'm  proud  to  be  a physician,  but  I'm  not 
indispensable. 

iowa  medicine:  Do  young  women  physicians 
have  a special  set  of  concerns  that  differ  from 
those  of  their  male  peers? 

Dr.  Bulten:  I haven't  had  any  problems 
with  discrimination.  In  fact,  there  are  people 
who  choose  me  as  their  physician  because  I'm 
a woman. 


"I  haven't  had  any  problems  with  dis- 
crimination. In  fact , there  are  people 
who  choose  me  as  their  physician  be- 
cause I'm  a woman." 


However,  when  I graduated  from  medical 
school  in  1978,  we  weren't  past  the  “Super 
Woman"  era  when  they  told  us  we  could  have 
it  all  with  very  little  difficulty.  Now,  I'm  a phy- 
sician who  has  also  taken  on  the  roles  of  wife 
and  mother.  There  are  extra  responsibilities.  I 
worry  or  feel  guilty  that  I'm  neglecting  my 
practice  or  my  children.  Or,  I just  feel  tired. 

iowa  medicine:  With  at  least  another  25-35 
years  of  practice  ahead  of  you,  what  changes 
do  you  envision  in  medical  practice?  What 
would  you  like  to  change  for  the  next  'gen- 
eration' of  young  physicians? 

(Please  turn  to  page  262) 
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Dr.  Hartung:  I would  not  be  surprised  to 
see  more  government  intervention,  perhaps  a 
national  health  insurance.  I'd  like  to  see  every- 
one have  some  sort  of  health  insurance,  but  I 
wouldn't  like  to  see  the  government  involved 
in  it. 

There  will  be  more  physicians  and  more 
competition,  even  in  rural  areas.  Between  this 
and  third  party  intervention,  physician  in- 
comes will  go  down.  However,  there  will  be 
better  access  to  care  and  more  time  for  phy- 
sicians to  be  involved  in  other  activities  (in- 
terests). 

Dr.  Dusdieker:  I foresee  a collision  be- 
tween patient  demands  for  state-of-the-art 
medical  care  and  the  demands  of  government 
and  politicians  concerning  who  will  pay  for  it. 
The  outcome  will  be  decreased  quality  of  care 
or  increased  taxes. 

Another  outcome  could  be  a change  in  the 
independence  of  medicine  to  the  point  where 


"My  physician  father  passed  away  in 
his  office  when  he  was  in  his  seventies. 
I expect  to  look  at  retiring  at  a much 
younger  age." 


bright  young  people  won't  choose  it  as  a ca- 
reer. Independence  and  creativity  are  very  im- 
portant factors  in  the  decision  to  become  a 
physician.  I feel  the  government  will  interfere 
more  and  more  with  the  good  reasons  for  going 
into  medicine. 

I also  feel  that  physicians  in  training  need 
more  information  about  business,  insurance 
and  the  legal  aspects  of  practicing. 

iowa  medicine:  What  do  you  think  should  be 
the  top  priority  of  organized  medicine  or  the 
profession  as  a whole? 

Dr.  Hartung:  Access  and  affordability  of 
quality  care  for  all  and  improvement  of  the 
liability  climate. 

Dr.  Clemens:  The  medical  profession  must 
figure  out  a way  to  cope  with  the  political  and 
economic  forces  that  are  undeniably  shaping 
it.  More  and  more,  decisions  about  medical 
care  are  being  made  without  the  advice  or  the 
perspective  of  physicians  being  considered.  It's 
frustrating,  but  I'm  too  young  to  retire. 

Also,  organized  medicine  must  work  to 


preserve  medicine  as  a profession.  Physicians 
want  to  be  able  to  provide  quality  care  in  the 
most  tolerable  situation  possible. 

Dr.  Bulten:  I think  the  top  priority  of  or- 
ganized medicine  has  to  be  limiting  medical 
liability  and  guiding  government  regulators  of 


"Some  physicians  have  an  exaggerated 
sense  of  responsibility  and  feel  indis- 
pensable. It's  an  important  profession 
and  I'm  proud  to  be  a physician,  but 
I'm  not  indispensable." 


health  care  in  ways  physicians  feel  comfortable 
with. 

iowa  medicine:  How  does  actual  practice  com- 
pare with  your  preconceptions? 

Dr.  Dusdieker:  Medical  practice  is  ex- 
tremely exciting  and  that's  why  I went  into 
medicine.  I like  the  constant  challenge  I knew 
would  be  there. 

However,  the  business  and  legal  aspects 
of  practicing  are  becoming  more  and  more 
time-consuming.  I didn't  expect  this.  With  so 
much  interference  from  third  party  payors  and 
the  government,  it's  hard  to  run  a practice  ef- 
ficiently. It's  very  worrisome  when  third  par- 
ties are  telling  a physician  how  to  practice. 
There  is  a potential  for  some  real  big  problems 
down  the  road.  My  physician  father  passed 
away  in  his  office  when  he  was  in  his  seven- 
ties. I expect  to  look  at  retiring  at  a much 
younger  age. 

Dr.  Bulten:  In  general,  the  patient  care  is 
about  what  I expected.  However,  the  call 
schedule  has  not  been  what  I expected.  I prac- 
tice in  a rural  area  and  patients  are  used  to 
seeing  their  own  physician.  They  often  don't 
want  to  see  the  physician  who's  on  call  for 
you. 

Dr.  Hartung:  There  have  been  a lot  of 
changes  in  medicine  just  since  my  residency. 
There  is  much  more  intervention  by  govern- 
ment and  third  parties;  but,  behind  it  all  I un- 
derstand what  they're  trying  to  do.  Asa  new 
physician,  you  have  to  learn  to  play  the  DRG 
game.  The  challenge  is  giving  good  patient 
care  but  not  getting  burned  by  the  third  party 
payors. 

But,  most  days  I'm  very  glad  I'm  a phy- 
sician. 
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For  35  years  we've 
been  “on  call”  to 
Iowa  physicians. 

As  the  Iowa 
Medical  Society  insurance 
administrator,  we  collabo- 
rate with  IMS  Services  to 
supply  you  and  your 
colleagues  with  top-of-the- 
industry  protection.  We’ll 
counsel  with  you  across 
the  insurance  spectrum  — 
life,  accident  and  health, 
disability,  etc. 


Please 
write  or  call. 
We're  dedicated  to 
serving  member  phy- 
sicians of  the  Iowa  Medical 
Society  in  a professional, 
competent  manner. 

Our  telephone  numbers  are 
800/532-1105  (In-State  WATS) 
and  515/246-1712. 

Our  address  is  Suite  510,  309 
Court  Avenue,  Des  Moines, 
Iowa  50309. 


THE  PROUTY  COMPANY 


Kathryn  D.  Opheim,  M.D. 


Questions  and  Answers 


Young  Physicians:  Their  Voice 
in  the  IMS 


The  author,  a Sioux  City  family  physi- 
cian and  chairperson  of  the  IMS  Com- 
mittee on  Young  Physicians,  discusses 
the  concerns  of  young  physicians  and 
what  the  committee  is  doing  to  address 
them. 


Why  did  the  IMS  create  its  Committee  on  Young 
Physicians? 

The  IMS  created  a Committee  on  Young 
Physicians  in  1987  in  response  to  an  AMA  re- 
quest that  state  societies  look  at  issues  of  spe- 
cial concern  for  young  physicians.  The  AMA 
recognized  that  young  physicians  (defined  as 
under  40  years  old  or  in  practice  less  than  5 
years),  have  needs  unlike  those  of  students, 
residents  or  more  established  physicians.  The 
committee  was  also  formed  to  dispel  the  strong 
perception  among  many  young  physicians  that 
organized  medicine  is  not  adequately  respon- 
sive in  recognizing  or  addressing  those  needs. 

To  address  these  issues,  a formal  Young 
Physicians  Section  was  created  within  the 
AMA,  providing  each  state  with  the  oppor- 
tunity to  have  a young  physician  representa- 


tive at  national  AMA  meetings.  At  these  Sec- 
tion meetings,  pertinent  issues  are  discussed 
and  brought  to  the  AMA  House  of  Delegates, 
thus  providing  a national  forum  for  debate. 
The  Section  has  also  offered  direction  to  each 
state  in  the  formation  of  committees  or  state 
sections  to  study  the  issues  important  to  young 
physicians. 

What  are  the  committee's  activities? 

Our  committee  first  had  to  answer  several 
questions.  What  percentage  of  Iowa  physi- 
cians qualify  as  “young"?  How  involved  are 
they  in  organized  medicine?  What  are  their 
chief  concerns?  Once  these  questions  were  an- 
swered, the  committee  looked  toward  assur- 
ing these  special  needs  are  addressed  within 
the  medical  society  as  much  as  possible.  This 
is  being  done  by  identifying  young  physicians 
who  wish  to  be  involved  in  IMS  leadership 
and  providing  direction  in  utilizing  their  tal- 
ents. Consideration  is  also  being  given  to 
sponsoring  various  training  seminars  on  top- 
ics such  as  leadership,  practice  management 
and  legislation. 

Please  tell  us  about  the  committee's  recent  sur- 
vey of  young  Iowa  physicians.  What  was  its  pur- 
pose and  what  did  it  reveal? 

To  get  the  answers  the  committee  needed 
to  begin  its  work,  young  Iowa  physicians  were 
surveyed.  Nearly  500  responded.  It  was 
learned  that  over  90%  belong  to  their  county 
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and  state  medical  society  and  nearly  70%  be- 
long to  the  AM  A.  Over  half  are  willing  to  be- 
come involved  in  IMS  commitee  activities  or 
serve  in  the  IMS  House  of  Delegates.  Though 
the  cost  of  dues  was  cited  as  the  most  frequent 
reason  for  not  belonging  to  the  IMS,  most  phy- 
sicians feel  the  IMS  and  the  AMA  are  dealing 
with  pertinent  issues. 

What  are  the  special  concerns  of  young  physi- 
cians? 

The  survey  asked  physicians  to  identify 
priorities,  problems  and  concerns.  Many  is- 
sues facing  young  physicians  are  shared  by  all 
practitioners,  such  as  the  liability  crisis.  Effects 
of  the  oversupply  of  physicians  and  negoti- 
ating with  alternate  delivery  systems  are  other 
problems  commonly  cited.  Young  physicians 
are  very  concerned  about  demands  on  their 
time  and  universally  place  a high  priority  on 
time  away  from  work.  They  asked  that  the  IMS 
offer  opportunities  to  learn  more  about  finan- 


cial and  practice  management  strategies,  con- 
tract negotiations,  practice  marketing,  insur- 
ance and  other  issues  they  deal  with  as  they 
start  a practice. 

Why  is  it  important  for  young  Iowa  physicians 
to  become  involved  in  organized  medicine? 

When  physicians  were  asked  their  opin- 
ions on  the  top  priorities  of  organized  medi- 
cine, 3 areas  were  most  frequently  mentioned 
— the  medical  liability  situation,  federal  reg- 
ulation of  medicine  and  high  quality  care. 
These  are  issues  on  which  the  IMS  and  the 
AMA  have  focused.  No  organization  can  ad- 
dress all  issues  to  everyone's  satisfaction  but 
organized  medicine  gives  us  a very  effective 
voice.  Through  this  system  the  concerns  of 
physicians  are  meaningfully  expressed  and 
changes  can  happen.  Those  changes  are  im- 
portant on  all  levels.  A physician  alone  has  no 
effective  forum.  Within  organized  medicine, 
each  physician  makes  a difference. 
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“HERPECIN-L  is  my  treatment  of  choice  for 
perioral  herpes.”  GP,  NY 

“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DDS,  MN 

“HERPECIN-L?.  . . a conservative  approach 
with  low  risk/high  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-L  . .proven  far  superior”  DDS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories, 
Inc.,  P.O.  BOX  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 


In  Iowa,  HERPECIN-L  is  available  at  all  Hartig,  Medicap, 
Medicine  Chest,  Osco,  Walgreens  and  other  select  pharmacies. 


Now  available  in  Iowa: 


Hyperbaric  Oxygen  Chamber 

Shortens  recovery  time  and  provides  a cost  savings  for  patients . 

Mercy  Hospital  Medical 
Center  now  offers  a hyperbaric 
oxygen  chamber  that  enables  you 
to  treat  patients  with  slow- 
healing  wounds  in  a fraction  of 
the  time  normally  required.  The 
1,000-pound  chamber  operates  on 
the  principle  that  increased  oxy- 
gen levels  enhance  and  quicken 
the  recovery  of  selected  patients. 

The  4x8  foot  cylinder  can 
be  used  to  treat  patients  who  suf- 
fer from  carbon  monoxide 
poisoning,  smoke  inhalation, 
cyanide  poisoning,  gas  gangrene, 
decompression  sickness,  respira- 
tory airway  blockages  and  will 
enhance  the  recovery  of  slow- 
healing  wounds  by  increasing  the 
amount  of  oxygen  in  the  blood. 

In  addition,  treatment 
ensures  a substantial  cost  savings  to  patients  since  their  recovery  time  is  shorter. 

Hyperbaric  oxygen  therapy  is  offered  as  a referral  and  consultation  service  only. 
While  undergoing  treatments,  patients  remain  under  the  primary  care  of  the  referring 
physician.  Out-of-town  patients  may  be  referred  to  an  appropriate  local  physician  at 
the  discretion  of  the  referring  physician. 

The  unit  is  open  seven  days  a week,  24  hours  a day.  Monitoring  capabilities  exist 
for  critically  ill  patients.  If  patients  require  emergency  transport,  Mercy's  air  ambulance 
service  — Air  Life  — is  available. 

Call  us  to  have  your  patient  evaluated.  Our  toll-free  number  is  1-800-666-3729, 
extension  3290.  We're  here  to  help. 
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Human  Pulmonary  Dirofilariasis 


JOSEPH  SONG,  M.D. 
KYUNG-WHAN  MIN,  M.D. 
ALA  DAGHESTANI,  M.D. 
STEVEN  ZORN,  M.D. 

Des  Moines,  Iowa 


Though  dirofilaria  immitis  (heartworm) 
is  most  often  found  in  dogs  and  other 
animals,  humans  can  become  acciden- 
tal hosts  of  the  parasite.  The  authors 
discuss  the  first  Iowa  case  of  focal  pul- 
monary infarct  due  to  dirofilaria  in  hu- 
mans. 


Dirofilaria  immitis  is  a common  heart- 
worm  of  dogs  and  other  animals.  Infes- 
tation of  dogs  by  the  parasite  is  widespread  in 
the  eastern  and  southeastern  regions  of  the 
U.S.  In  recent  years,  this  parasite  expanded 
geographically  through  the  Mississippi  River 
region.  Canine  dirofilaris  has  been  reported  in 
the  Midwest,  southern  Canada  and  the  rest  of 
the  U.S.1-2 


Dr.  Song  and  Dr.  Min  are  pathologists.  Dr.  Daghestani  is  a general 
surgeon  and  Dr.  Zorn  is  an  internist  with  a specialty  in  pulmonary 
diseases.  They  are  associated  with  Mercy  Hospital  Medical  Center  in  Des 
Moines. 


The  adult  worms  live  in  the  right  ventricle 
and  pulmonary  arteries  of  the  dog,  the  para- 
site's principal  host,  and  shed  thousands  of 
microfilaria  per  day.  Mosquitoes  serve  as  an 
intermediate  host  and  vector.  They  transmit 
the  ingested  microfilaria,  which  become  infec- 
tive in  2 weeks,  to  another  animal  in  subse- 
quent feed.  The  infective  larvae  undergo  par- 
tial maturation  in  the  subcutaneous  tissue  for 
3 to  4 months,  then  migrate  to  the  right  ven- 
tricle through  the  venous  channels  to  reach 
full  sexual  maturity  and  life  cycle. 

Occasionally,  humans  become  accidental 
hosts.  In  humans,  the  life  cycle  of  dirofilaria 
immitis  seems  to  be  arrested  in  the  subcuta- 
neous tissue  and  no  sexual  maturity  is  accom- 
plished. However,  larvae  may  develop,  mi- 
grate to  the  right  ventricle  and  embolize 
pulmonary  arteries,  causing  pulmonary  diro- 
filaris. Since  1961  when  Dashiell  reported  the 
first  case  of  focal  pulmonary  infarct  due  to  di- 
rofilaria in  humans,  numerous  similar  cases 
have  appeared  in  the  literature.  According  to 
Kochar,  by  1985  64  cases  were  reported  in  the 
United  States,  establishing  dirofilaris  as  an 
emerging  zoonosis.3' 5-7 

The  distribution  and  frequency  of  human 
dirofilaris  roughly  correlate  with  those  of  an- 
imal infestation,  most  of  which  aggregates 
along  the  Gulf  Coast  of  the  eastern  and  south- 
eastern United  States.1  There  have  been  2 cases 
reported  in  the  Midwest;  1 in  Wisconsin  and 
another  in  Michigan.3- 8 

We  report  a case  of  human  pulmonary 
dirofilariasis  we  believe  is  the  first  in  Iowa. 
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Figure  1 . A wedge-shaped  pleura-based  tumor  density 
is  seen  in  the  right  lower  lobe. 


Figure  2.  Computerized  tomogram  study  also  con- 
firmed the  tumor  density  in  the  right  lower  lobe. 


Report  of  a Case 

A 72-year-old  female  was  admitted  for 
evaluation  of  a mass  lesion  of  the  right  lung 
found  on  a routine  chest  x-ray.  She  had  a his- 
tory of  more  than  50  pack/year  of  smoking  and 
complained  of  chronic  cough  with  whitish  dis- 
charge. There  was  no  history  of  allergies, 
stroke,  seizures,  diabetes  or  hypertension.  She 
was  on  Synthroid,  .15  mg/day  for  hypothy- 
roidism. She  had  not  traveled  out-of-state  dur- 
ing the  last  several  years. 

Physical  examination  and  routine  labora- 
tory studies  were  noncontributory.  Chest 
x-ray  revealed  a wedge-shaped  pleural-based 
density  which  was  confirmed  on  computer- 
ized tomogram  studies  (Figures  1 and  2).  No 
mediastinal  disease  was  noted.  A fine  needle 
aspiration  revealed  no  malignant  cells.  On  the 
third  hospital  day,  an  exploratory  thoracot- 
omy and  wedge  resection  of  a peripheral  nod- 
ule of  the  right  lower  lobe  of  the  lung  was 
performed.  She  recovered  smoothly  from  the 
surgery. 

Pathology 

There  was  a wedge-shaped  area  of  cheesy 
necrosis  measuring  3.5  cm.  on  the  pleural  sur- 
face (Figure  3).  Microscopically,  the  lesion  con- 
sisted of  granulomatous  inflammation  with  ex- 
tensive caseation  necrosis.  There  were 
branches  of  pulmonary  arteries  in  the  necrotic 
area  in  which  profiles  of  variously  cut  worms 
consistent  with  dirofilaria  immitis  were  seen 
(Figure  4). 


Figure  3.  Wedge  resection  of  the  lung  revealed  a ca- 
seating  granuloma. 


Figure  4.  A branch  of  the  pulmonary  artery  in  the 
granuloma  showing  2 dirofilaria.  Hematoxylin  and  eosin. 
200X 


268  / Iowa  Medicine 


Comment 

The  gross  and  microscopic  appearance  of 
the  pulmonary  lesion  in  this  patient  is  typical 
of  organizing  pulmonary  infarct.  The  presence 
of  dirofilaria  in  the  thrombosed  pulmonary  ar- 
teries within  the  lesion  justified  the  diagnosis 
of  pulmonary  dirofilaris. 

Symptoms  of  pulmonary  dirofilariasis  in- 
cluded chest  discomfort,  malaise,  low-grade 
fever,  cough  and  occasional  hemoptysis. 
However,  the  majority  of  patients  remain 
asymptomatic.  Our  patient  complained  of  a 
chronic  cough,  the  significance  of  which  is  not 
known  since  she  was  a chronic  smoker.3 

Although  there  have  been  numerous  case 
reports  of  human  pulmonary  dirofilariasis  in 
the  literature,  no  previous  case  has  been  re- 
ported in  Iowa  to  our  knowledge.  Our  patient 
denied  any  out-of-state  travel  and  appeared  to 
have  acquired  it  in  Iowa.  She  had  been  an  avid 
golfer  and  admitted  numerous  mosquito  bites. 

In  conclusion,  we  believe  the  case  dis- 
cussed here  represents  the  first  reported  case 


of  human  dirofilariasis  in  Iowa.  Dirofilariasis 
should  be  included  in  the  differential  diag- 
nosis of  pleural-based  peripheral  lung  mass 
densities.9' 10 
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Just  as  the  human  heart  controls  the  functions  of  the  body, 

effective  management  is  the  heart  of  an  efficient  medical  office. 
To  make  the  heart  of  your  office  stronger,  healthier, 
give  it  a dose  of  SOFTACTICS. 


What  is/who  are  SOFTACTICS? 

A company  made  up  of  individuals  who  make  it  their  business  to  know  exactly  what  your  medical  office 
needs.  It  is  and  they  are  a professional  computer  software  firm  with  the  ability  and  equipment  to  design 
and  develop  software  that  is  among  the  most  technologically  advanced  on  the  market  today.  Software  customized 
to  fit  your  medical  office’s  special  management  requirements.  Affordable  software.  Software  that  handles 
insurance  claims,  patient  scheduling  and  billing,  general  ledger,  accounts  payable,  and  payroll  — all  fast 
and  accurately. 

For  more  information,  call  SOFTACTICS  today. 

1200  35TH  STREET 
SUITE2°8 

▼VrTrKTnl#  WEST  DES  MOINES.  IOWA  50265 

(515)  224-4565 
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A SPECIAL 
PRACTICE 


O R 


SPECIALISTS 


If  you're  a Surgeon  or  OB/GYN  or  Other  Medical 
Specialist,  the  Air  Force  may  have  a special  practice  for  you. 

What  makes  it  special?  You'll  enjoy  an  excellent  pay  and 
benefits  package,  There'll  be  more  time  to  spend  with  your  family, 
You'll  receive  30  days  of  vacation  with  pay  each  year.  And  you  will 
work  with  modern  equipment  and  some  of  the  most  highly  trained 
professionals  in  the  world,  serving  your  country  and  your  patients. 
Now  that's  special! 

Find  out  just  how  special  your  practice  can  be.  Call 

TSGT  STEPNITZ 
319-351-6494  COLLECT 


Marion  E.  Alberts,  M.D. 


The  Editor  Comments 


Stages 


The  years  that  pass  in  the  professional  life 
of  the  physician  can  be  divided  into  seg- 
ments. The  earliest  is  the  formative  years  dur- 
ing which  the  future  physician  develops  the 
desire  and  begins  medical  education.  Marti- 
Ibanez,  late  professor  of  medical  history  at  New 
York  Medical  College,  referred  to  young 
professionals  as  "the  young  princes."  Before 
the  eighteenth  century  the  medical  profession 
had  little  social  stature  and  the  medical  stu- 
dent aroused  much  social  antagonism.  In  the 
Middle  Ages,  medical  students  lived  in  a social 
state  not  much  better  than  that  of  a common 
beggar.  Those  who  had  no  funds  resorted  to 
begging  and  stealing.  Often  they  were  the  ter- 
rors of  the  town,  but  their  devotion  to  learning 
medicine  meant  long  hours  listening  to  learned 
discourses  from  such  as  Albertus  Magnus  or 
Arnold  of  Villanova.  They  might  stand  for 
hours  in  a cold,  dismal  hall  or  a public  square 
so  their  desire  for  knowledge  was  fed.  At  night 
by  candlelight  they  studied  in  a cold,  dark, 
gloomy  cubbyhole  that  served  as  their  home. 

The  climate  of  medical  education  and  the 
social  status  of  the  profession  improved  after 
the  beginning  of  the  eighteenth  century.  Every 
student  will  derive  the  knowledge  he  desires 
by  whatever  means  is  at  hand.  Today  the  stu- 
dents without  financial  means  may  go  deeply 
in  debt  to  pay  the  tuition  and  living  expenses. 
Some  of  us  worked  at  menial  jobs  to  pay  the 
bills.  During  my  medical  school  years  some 
students  were  in  programs  sponsored  by  the 
military.  However  it  may  come  about,  the 


medical  student  eventually  attains  the  coveted 
medical  degree  and  can  embark  in  further 
training  to  learn  the  skills  needed  to  become 
a specialist  in  general  or  family  practice  or  an- 
other field.  Eventually  the  time  comes  to  enter 
active  practice  of  medicine.  Give  or  take  a few 
years,  by  the  time  the  physician  reaches  the 
age  of  35  years  the  practice  has  become  estab- 
lished. This  brings  us  to  the  second  phase  in 
the  professional  life. 

Borrowing  again  from  the  writings  of 
Marti-Ibanez,  the  young  physician,  as  well  as 
the  older  one,  has  3 responsibilities:  that  of  a 
professional  person,  as  a member  of  society 
and  as  a human  being.  The  destiny  of  the 
young  physician  is  a life  of  dedicated  service 
and  dynamic  activity.  The  professional  life  of 
the  physician  is  that  of  a healer  and  a preventer 
based  on  knowledge  and  organization.  The 
knowledge  attained  in  the  years  of  formal  study 
is  organized  in  such  a manner  that  the  profes- 
sional attributes  are  available  to  patients.  This 
then  means  that  the  physician,  as  a member 
of  society,  renders  service.  Too  often  many 
physicians  look  upon  service  as  that  part  of 
their  practice  from  which  financial  gain  is  at- 
tained. However,  service  to  society  renders 
dignity  and  satisfaction  to  the  individual.  Too 
many  young  people  have  not  enjoyed  this  sat- 
isfaction. The  "yuppy"  sector  of  our  society 
has  been  criticized  for  their  "what's  in  it  for 
me?"  attitude  or  their  desire  for  material  gain. 

The  younger  physician  has  a responsibil- 
ity to  himself  as  a human  being.  He  or  she 
must  have  an  ideal  profile  of  self  and  live  to 
be  worthy  of  it.  One's  actions  must  be  con- 
comitant preservation  of  personal  modesty  and 
(Please  turn  to  page  272) 
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humility.  Greatness  has  been  described  as 
grandeur  in  the  things  we  do  and  simplicity 
in  the  way  we  do  them.  This  can  be  the  charge 
to  the  young  physician  of  today;  then  he  can 
feel  satisfaction  as  he  enters  the  third  segment 
of  professional  life.  This  comprises  the  later 
years  of  practice,  when  maturity  in  thought 
and  deed  prevails,  sometimes  leading  to  the 
final  segment  of  retirement.  All  do  not  elect 
the  fourth  segment  and  that  is  not  to  be  con- 
demned, for  in  all  professions  there  are  those 
who  remain  alert  and  astute  in  their  advanced 
years. 

To  young  physicians  we  dedicate  this  is- 
sue of  iowa  medicine.  To  them  the  legacy  of 
medicine  shall  be  a great  responsibility.  To  al- 
lude to  Mark  4:24  “The  measure  you  give  is 
the  measure  you  will  receive,  with  something 
more  besides."  — M.E.A. 


Retirement  — Second  Verse 


Several  years  ago  i wrote  about  retirement 
(J.  Iowa  Med.  Society,  May  1979).  I dis- 
cussed why  some  retire  and  how  retired  folk 
utilize  their  remaining  allocated  hours,  days 
and  years.  My  final  statement  was  "For  some, 
retirement  can  be  enjoyed  and  tolerated  early; 
for  others,  never.  Time  will  tell  regarding  my 
ultimate  decision." 

Ten  years  later,  after  35  years  of  practice 
(all  but  6 years  as  a solo  pediatrician)  I have 
made  that  decision.  On  May  1,  1988  I retired 
from  medical  practice.  Some  readers  may  re- 
call another  editorial  I called  "Burn-out"  a 
"Cop-out?"  (J.  Iowa  Med.  Society,  October 
1981).  One  of  my  statements  was  "Perhaps  as 
we  age  we  can  more  easily  demonstrate  that 
genius  consists  of  the  power  to  apply  the  orig- 
inality of  youth  to  the  appearance  of  matu- 
rity." I do  not  view  retirement  as  a "burn-out" 
nor  a "cop-out."  I view  it  as  a reward,  a gift 
for  what  I consider  a job  well-done.  I now  can 
reap  the  reward  of  contentment,  relief  from 
stress  and  increased  enjoyment  of  this  good 
earth. 

The  most  common  question  I've  heard 
since  making  the  decision  to  retire  has  been 
whether  I'm  "planning  to  travel  a lot."  Next 
in  frequency  has  been  whether  I have  plans 


to  leave  Iowa  for  the  warm  climates  of  the 
South  or  Southwest.  My  answer  to  both  has 
been  "No."  I plan  to  keep  my  contact  with 
medicine  by  continuing  to  serve  as  scientific 
editor  of  iowa  medicine , avail  myself  to  med- 
icine in  a non-practicing  role  and  enjoy  my 
home  and  garden  life.  The  children  and  grand- 


"But,  I shall  not  withdraw  from  medi- 
cine. I am  still  a physician  — a pedia- 
trician — but  in  a different  role/' 


children  may  demand  more  of  my  time.  I 
shudder  to  think  of  the  many  hours  I have 
cheated  my  children  because  the  practice  came 
first.  No  longer  will  that  be  an  excuse. 

I am  grateful  to  many  for  the  opportunity 
I had  to  practice  medicine.  Foremost,  in  my 
formative  years  my  parents  and  teachers  were 
a constant  source  of  encouragement.  I had  the 
opportunity  to  marry  a fine  girl  who  worked 
so  I could  attend  medical  school  and  was  a 
source  of  livelihood  and  moral  support  through 
intern  and  residency  years.  Time  out  from 
studies  for  both  World  War  II  and  the  Korean 
Conflict  at  the  time  seemed  a terrible  blow, 
but  the  experience  was  worth  it.  Thirty-five 
years  of  practicing  pediatrics  has  been  re- 
warding. The  children  I have  served  are  a joy 
to  me  . . . many  now  in  various  professions, 
numerous  ones  in  medicine.  To  look  back  on 
the  changes  in  the  art  of  medicine  since  en- 
tering medical  college  in  1944  conjures  only 
bewilderment  and  amazement.  But  all  the  de- 
velopments and  changes  are  another  story. 

Retirement  is  defined  in  several  ways  — 
a state  of  withdrawal;  a secluded  condition; 
privacy.  Certainly  I shall  not  seek  a secluded 
position.  I do  not  intend  to  be  withdrawn.  Cer- 
tainly I shall  enjoy  some  privacy,  but  as  for 
total  withdrawal  — no  wray.  I am  withdrawing 
from  the  active  practice  of  medicine.  I shall  no 
longer  have  to  answer  the  call  of  need  for  med- 
ical care.  I can  withdraw  from  the  business  of 
medicine  and  the  ramifications  it  holds.  But, 
I shall  not  withdraw  from  medicine.  I am  still 
a physician  — a pediatrician  — but  in  a dif- 
ferent role.  Instead  of  chasing  germs  and  the 
uncertainties  of  life,  I hope  I can  control  those 
darn  aphids  on  my  roses.  — M.E.A. 
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Your  personal  crisis  may  be  waiting  in  the 
morning  mail.  If  so,  you’ll  want  the  best 
professional  help.  You’ll  want  a Medical 
Protective  General  Agent. 

Professional  liability  coverage  is  our  only 
business.  And  we’ve  been  providing  it  for 
almost  100  years.  Our  agents  live  in  the 
territories  they  serve  so  they  understand  the 
local  legal  climate.  And  with  the  extensive 


resources  of  the  home  office  Law  Depart- 
ment to  draw  from,  they’re  always  ready  to 
answer  your  questions  or  give  advice. 

Someday  it  may  be  you  against  a negligence 
charge.  When  that  day  comes  and  your 
professional  reputation  is  on  the  line,  you’re 
going  to  want  all  the  help  you  can  get.  To 
make  sure  you  have  it,  contact  your  Medical 
Protective  General  Agent  today. 


L.  Roger  Garner 

Suite  537,  Merle  Hay  Tower,  3800  Merle  Hay  Road,  RO.  Box  94127,  Des  Moines,  IA  50394,  (515)  276-6202 


Richard  M.  Caplan,  M.D. 

CME  Notebook 


A Film  Badge  to  Measure 
Compassion 


Growing  older.  Waking  earlier.  Displea- 
sure. Much  displeasure.  But  sometimes 
something  else  . . . reading,  assimilating,  re- 
flecting, pondering,  ruminating,  meditating, 
and  to  use  a word  that  is  the  most  mundane 
of  all,  yet  as  mysterious  as  any  — thinking. 

What  can  be  the  meaning  of  "the  doctor- 
patient  relationship"  in  an  age  when  "science" 
holds  power  over  so  many  medical  minds, 
minds  that  misunderstand  "medical  practice" 
to  mean  only  "medical  science,"  which  so 
largely  involves  numbers,  quantification, 
measurement.  Others  have  observed  that  the 
academic  quadrivium  of  the  middle  ages  (dis- 
ciplines devoted  to  measurement)  have  taken 
dominance  over  the  trivium  (disciplines  de- 
voted to  words  and  interpretation)  in  medical 
education  and  practice.  One  consequence  is 
that  our  scientific  curiosity  explores  with 
measuring  devices  the  nature  of  biological  dis- 
ease, at  the  expense  of  understanding  illness 
(which  might  be  defined  as  the  disease  plus 
the  psychological  and  sociological  phenomena 
attendant  upon  it  — such  as  pain,  suffering, 
anguish,  adjustment,  rehabilitation  — the  dis- 
tinction roughly,  between  the  "Biomedical 
Model"  of  disease  and  the  "Biopsychosocial 
Model"). 

These  thoughts  bring  a memory  from  my 
past.  When  I entered  college  at  Iowa  State, 


Dr.  Caplan  is  Associate  Dean  for  Continuing  Medical  Education  at 
the  University  of  Iowa  College  of  Medicine. 


someone  thought  I couldn't  possibly  do  with- 
out the  13th  edition  of  The  Handbook  of  Chem- 
istry and  Physics,  and  bestowed  it  on  me.  That 
person  was  utterly  mistaken,  but  my  point  is 
this:  when  I glanced  at  the  table  of  contents, 
I saw  that  one  of  the  headings  was  "Tables  of 
Menstruation."  Being  a naive  adolescent  with 
prurient  inclinations,  I turned  to  the  section 
immediately  only  to  find  such  tables  as  would 
inform  me,  for  example,  that  1 inch  = 2.54 
cm.  I re-checked  the  spelling  repeatedly,  al- 
most annually  until  menstruation  no  longer 
excited  my  prurient  interests,  and  always  ver- 
ified that  indeed,  an  outrageous  typo  for  men- 
suration had  crept  into  one  of  the  world's  most 
prim  and  stuffy  volumes  of  no-nonsense. 

So  what?  Here's  what.  The  hard  sciences 
to  which  medical  science  aspires,  when  being 
their  most  thoroughgoing  and  mensuration- 
ally,  reproducibly  precise,  do  not  know  how 
to  measure  such  phenomena  as  friendship, 
loyalty,  justice,  concern,  kindness,  compas- 
sion. It  therefore  ignores  them,  which  may  be 
acceptable  or  even  necessary  for  medical  sci- 
ence, but  is  intolerable  for  medical  practice  (or 
medical  education).  That  such  ignoring  has 
grown  like  Topsy  in  both  medical  practice  and 
medical  education  is  at  the  heart  of  much  fes- 
tering modern  criticism  of  the  profession. 

How  can  this  gap  be  bridged  or  error  be 
corrected?  The  answer  is  so  obvious.  Why  has 
it  not  been  thought  of?  One  needs  only  to  in- 
vent a small  device,  looking  perhaps  like  a 
radiologic  film  badge,  to  be  worn  by  all  phy- 
sicians and  other  health  care  personnel.  It 
would  contain  within  it  a sensitive  indicator 
substance  that  increases  its  density  of  color  in 
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proportion  to  the  amount  of  sensitivity,  com- 
passion, and  so  on,  that  passes  outward  from 
the  wearer.  With  such  a device  we  could  meas- 
ure what  we  care  about  but  lament  loudly  that 
we  can't  measure.  We  (some  of  us)  thus  con- 
clude it  isn't  scientific  and  therefore  remains 
unworthy  of  our  attempts  at  study  or  instruc- 
tion. What  a wonderful  device  it  would  be  for 
medical  teachers  and  for  those  who  do  the 
hiring  and  firing  for  "managed  health  care  sys- 
tems." And  for  patients!  All  this  presumes,  of 
course,  that  excellence  and  competence  have 
been  assured  already  in  what  we  now  consider 
the  knowledge  and  scientific  matters  that  deal 
with  disease  (disturbed  organs  and  chemicals). 

But,  you  may  ask,  how  can  such  a thing 
be  — have  I really  invented  such  a marvel?  Of 
course,  I respond.  And  stand  back  out  of  my 
way.  When  I'm  on  a roll,  no  challenge  is  too 
great.  Space  precludes  my  providing  details 
here,  but  watch  this  column  next  month  where 
I'll  disclose  full  details  and  also  reveal  my  plans 
and  drawings  of  the  first  fully  operational  sky- 
hook. 


Why  Buy  Equipment  For  Your 
Practice  . . . LEASE  IT  . . . and 
Increase  Your  Profits! 

Bankers  Leasing  Company  can  help  you  real- 
ize more  profits,  through  a specially-planned 
leasing  program  designed  to  fit  your  individual 
practice  needs.  Consider  these  advantages: 

• Leasing  lets  you  retain  cash  in  your  prac- 
tice and  keep  your  working  capital  working 
for  you 

• Lease  payments  are  100%  tax  deductible, 
when  properly  qualified 

• Leased  equipment  eliminates  obsoles- 
cence, allows  you  to  always  work  with  the 
latest  equipment  to  maintain  maximum  effi- 
ciency 

There  are  many  other  advantages  in  a pro- 
fessionally-planned Bankers  Leasing  program. 
Call  or  write  for  more  information. 

Bankers  Leasing  Company 

ATTN:  Jerry  Xanders  or  Dave  Selden 
1113  Locust  Street  • Des  Moines,  Iowa  50308 
Phone:  515/243-3690  or  Iowa  toll-free:  1-800-622-8335 
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Simply  taking  the  drug  away 
from  chemically  dependent 
people  won’t  cure  them.  At  the 
Powell  III  Chemical  Depen- 
dency Center  in  Des  Moines, 
our  midwestern  environment 
gives  patients  the  time  and 
space  they  need  to  recover... 
one  step  at  a time. 

The  interdisciplinary  team 
approach,  a technique  pio- 
neered by  Powell  III  and  now 
used  by  many  treatment  centers 
across  the  nation,  gives  patients 
guidance  and  support  from 
physicians,  nurses,  certified 
chemical  dependency  coun- 
selors, social  workers,  clinical 
psychologists  and  clergy. 

Outpatient  programs 
and  follow-up  treatment  give 
patients  continued  support  and 
encouragement  as  they  begin 
new,  drug-free  lives. 

For  more  information  about 
the  Powell  III  Chemical  Depen- 
dency Center,  call  toll-free. 
1-800-443-SOBR  (inside  Iowa) 
or  1-800-523-SOBR  (outside 
Iowa) 

POWELL  HI  CHEMICAL 
DEPENDENCY  CENTER 


SICWA  METHODIST 
MEDICAL  CENTER 

1211(1  PLEASANT  STREET  DES  MOINES.  IOWA 


Practice  Management 


Service  Coding: 
The  RVS  Method 


The  relative  values  (rvs)  method  is  useful 
in  managing  your  practice  and  pricing 
services.  Unit  values  are  assigned  to  CPT-4 
codes  to  categorize  medical  procedures  ac- 
cording to  time,  skill,  severity  and  risk.  Relative 
Values  for  Physicians,  Second  Edition,  pub- 
lished by  McGraw-Hill  describes  the  process. 

RVS  definitions  are  set  forth  in  concise 
matrix  form.  An  approximate  time  is  recom- 
mended. For  example,  CPT-4  Code  90050  Lim- 
ited Service,  Established  Patient,  20  minutes. 
Code  90240  Hospital  visit,  Established  Patient, 
Limited,  is  described  as  "characteristic  of  the 
usual  hospital  visit."  Physicians  frequently  use 
the  brief  level  to  code  routine  office,  hospital 
and  ECF  visits  when  they  could  use  the  limited 
level  and  claim  the  higher  fee. 

RVS  states  only  the  physician  or  labora- 
tory obtaining  a specimen  should  document 
collection  and  handling,  noting  a charge  can 
be  made  for  the  service.  CPT-4  assigns  codes 
9900X  for  this  purpose.  Also,  RVS  defines  the 
CPT-4  new  patient  as  "one  who  has  not  been 
seen  by  the  physician  for  over  3 years." 

Administrative  Service  (99XXX)  codes  are 
very  useful.  They  may  be  used  to  document 
telephone  calls  for  consultation  or  medical 
management.  There  are  codes  for  office  serv- 
ices on  an  emergency  basis  and  for  services 
provided  after  office  hours,  Sundays  and  hol- 
idays and  in  a location  preferred  by  the  pa- 
tient. 99070  is  used  to  code  supplies  and  ma- 
terials you  furnish.  Codes  are  available  to 
document  medical  testimony,  educational 
services  and  special  reports.  Prolonged  serv- 
ices and  various  levels  of  critical  care  are  also 
assigned  definitions  and  codes. 


Material  for  this  column  is  furnished  by  McGladrey,  Hendrickson 
and  Pullen,  Des  Moines. 


ICD-9-CM,  CPT-4  and  the  RVS  seemingly 
cover  all  circumstances.  Your  goal  is  to  code 
at  a level  of  precision  and  sophistication  that 
most  accurately  documents  patient  care.  This 
allows  for  the  appropriate  charge.  However, 
the  market  must  be  considered  when  deter- 
mining charges.  For  example,  it  is  appropriate 
to  code  telephone  consultations  since  these  en- 
tries appear  on  statements,  insurance  claims 
and  management  reports.  This  tells  patients 
and  underwriters  services  were  rendered. 
Should  there  be  a charge  or  not?  That  depends 
on  community  norm,  competition  and  patient 
perception.  For  additional  thoughts,  see  "Mar- 
ket Dynamics  and  the  Pricing  Process"  in  the 
February,  1988  iowa  medicine. 

One  employee  should  supervise  service 
coding,  usually  the  person  handling  third-party 
claims.  Responsibilities  include  overviewing 
code  usage  and  assigning  appropriate  codes 
for  the  circumstances.  The  employee  should 
review  questionable  situations  with  the  doc- 
tor. The  employee  should  attend  training  ses- 
sions offered  by  various  associations  and  third- 
parties. 

Excellent  management  tools  are  annual 
reports  of  procedures  performed  and  diag- 
noses applied.  The  automated  business  sys- 
tem should  be  programmed  to  provide  these 
reports  in  descending  order  of  use  frequency. 
Total  charges  according  to  each  procedure  and 
diagnostic  code  in  descending  order  of  mag- 
nitude should  also  be  obtained.  These  reports 
profile  the  practice  and  tell  you  and  your  ad- 
visors, for  example,  procedures  and  diagnoses 
that  contribute  the  most  revenue.  Perhaps  so 
few  EKGs  are  done  that  the  best  decision  is 
not  to  replace  an  aging  machine.  On  the  other 
hand,  diagnosis  of  a certain  disease  may  ap- 
pear often  enough  to  justify  purchase  of  lab- 
oratory technology  to  capture  that  revenue. 

Service  coding  affects  your  practice  and 
revenue.  Coding  must  be  mastered  and  ex- 
ploited. A high  degree  of  coding  precision  and 
sophistication  can  enhance  revenues. 
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...but  in  every  legislative  session,  they  vote  on  nearly  250  bills  that 
determine  the  kind  of  care  you  can  provide  to  your  patients! 


Medicine's  views  on  these  important  issues  are  critical  to  ensuring  that  good  legislation  becomes  law  — and  that 
bad  legislation  doesn't.  IMP  AC  helps  make  sure  that  our  views  are  heard! 

IMP  AC  supports  legislative  candidates  whose  voting  records  and  personal  philosophies  indicate  a willingness 
to  listen  to  and  appreciate  medicine's  views.  By  supporting  1MPAC,  you'll  be  helping  to  see  that  the 
non-physicians  in  the  Legislature  continue  to  receive  the  best  medical  advice  on  legislation  which  affects  our 
patients  and  our  profession ! 


Enclosed  is  my  check  for  $100.  Please  enroll  me  as  a Sustaining  Member  of  IMPAC  and  AMPAC. 

Name  

Address 

City State Zip 
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Drug  Therapy  Review 
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Vancomycin:  Specialized  Niche 
for  a Narrow-spectrum 
Antibiotic 

VANCOMYCIN,  ITS  NAME  DERIVED  from  the 
word  vanquish,  was  introduced  in  1956  for 
treatment  of  infections  caused  by  penicilli- 
nase-producing staphylococci.  After  enjoying 
initial  popularity,  it  was  largely  replaced  by 
the  semisynthetic  penicillins.  However,  the 
prominent  role  in  nosocomial  infections  of 
staphylococci  resistant  to  semisynthetic  peni- 
cillins and  cephalosporins  has  resulted  in  dra- 
matic increases  in  vancomycin  utilization  over 
the  last  decade.1' 4 

Mechanism  of  Action 

Vancomycin,  a complex  glycopolypeptide 
unrelated  to  other  major  classes  of  antibiotics, 
binds  tightly  to  peptides  containing  D-alanyl- 
D-alanine  such  as  peptidoglycan,  a major  cell 
wall  component  of  gram-positive  bacteria.  This 
results  in  steric  hindrance  of  the  enzyme  pep- 
tidoglycan synthetase,  thereby  inhibiting  bac- 
terial cell  wall  biosynthesis.  This  is  the  major 
mechanism  by  which  vancomycin  exerts  its 
bactericidal  effects,  although  other  contribu- 
tory factors  include  inhibition  of  RNA  synthe- 
sis and  alteration  of  cell  membrane  permea- 
bility.2- 3- 9- 10 

Spectrum  of  Activity 

Vancomycin's  efficacy  is  limited  almost 
exclusively  to  gram-positive  organisms.1- 4- 9- 10 
It  is  active  against  coagulase-negative  and  co- 
agulase-positive  (i.e.,  S.  Aureus ) staphylococci 
including  those  resistant  to  methicillin  and 
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against  streptococci  including  multiple  resist- 
ant S.  pneumoniae.  However,  it  is  only  bacte- 
riostatic against  enterococci  and  some  species 
of  viridans  streptococci.  Few  streptococcal 
strains  are  resistant.  Corynebacteria  are  gen- 
erally sensitive  including  the  multi-resistant  JK 
strain.  Most  clostridia  are  sensitive,  including 
C.  difficile.  Vancomycin  also  has  activity  against 
bacilus  species,  listeria,  strains  of  lactobacillus 
(70%)  and  some  strains  of  actinomyces. 

Vancomycin  and  aminoglycosides  exhibit 
synergistic  activity  against  certain  organisms. 
Such  combinations  are  useful  in  treatment  of 
serious  enterococcal  infections,  in  which  gen- 
tamicin and  vancomycin  are  synergistic  in  >90 
percent  of  cases,  viridans  streptococcus  en- 
docarditis in  patients  allergic  to  penicillin  and 
perhaps  infections  on  prosthetic  devices  caused 
by  coagulase-negative  staphylococci.  Synergy 
with  rifampin  is  variable  and  must  be  individ- 
ually assessed  before  use,  since  antagonistic 
effects  have  been  detected  with  some  strains. 
Interactions  with  semisynthetic  penicillins  or 
cephalosporins  have  not  been  studied  in  detail 
but  no  cross  resistance  or  competition  for  bind- 
ing is  expected  to  occur  because  vancomycin 
acts  at  a different  step  in  cell  wall  synthesis. 

Development  of  resistance  to  vancomycin 
during  treatment  is  exceedingly  rare  although 
stepwise  resistance  can  be  induced  in  vitro.8 
There  has  been  no  increased  prevalence  of  re- 
sistance to  vancomycin  during  30  years  of  use. 
Tolerance,  generally  defined  as  a ratio  of  min- 
imum bacteridical  to  minimum  inhibitory  con- 
centration exceeding  8,  has  occasionally  been 
observed  in  strains  of  S.  aureus. 

Indications  for  Use 

Vancomycin  is  the  drug  of  choice  for  treat- 
ment of  infections  caused  by  methicillin-re- 
sistant  staphylococci.1- 4 It  is  important  to  note 
that  staphylococcal  resistance  to  methicillin 
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implies  resistance  to  other  semisynthetic  pen- 
icillins and  to  all  cephalosporins.  The  preva- 
lence of  methicillin  resistance  varies  with  the 
hospital  and  the  patient  population.  For  S.  au- 
reus rates  of  methicillin  resistance  vary  from  2 
to  20%  for  most  hospitals  in  this  country.  For 
coagulase-negative  staphylococci  methicillin 
resistance  is  the  rule  and  should  be  assumed 
in  most  instances.  A large  proportion  of  pros- 
thetic device-related  infections  (intravascular 
catheters,  central  nervous  system  shunts)  are 
caused  by  coagulase-negative  staphylococci 
and  in  these  vancomycin  is  the  drug  of  choice. 
Vancomycin,  possibly  in  combination  with 
gentamicin  and/or  rifampin,  has  been  advo- 
cated for  treatment  of  prosthetic  valve  endo- 
carditis caused  by  coagulase-negative  staph- 
ylococci. 

Another  indication  for  vancomycin  use  is 
a serious  staphylococcal  infection  in  a patient 
intolerant  of  penicillins  or  cephalosporins.1' 4 
In  this  situation  it  is  strongly  preferred  over 
clindamycin  or  other  alternatives.  Vancomy- 
cin is  used  in  prophylaxis  of  infective  endo- 
carditis in  patients  allergic  to  penicillin  and 
erythromycin  and  in  patients  with  prosthetic 
valves.  Vancomycin  is  used  in  combination 
with  aminoglycosides  in  treatment  of  serious 
enterococcal  and  viridans  streptococcal  infec- 
tions in  patients  allergic  to  penicillin.  Orally 
administered  vancomycin  can  be  used  in  treat- 
ment of  antibiotic-associated  colitis  secondary 
to  C.  difficile,  although  less  expensive  alter- 
natives (e.g.,  bacitracin  and  metronidazole)  are 
available. 

Vancomycin  is  often  considered  as  part  of 
the  initial  empiric  therapy  in  the  febrile  patient 
with  severe  neutropenia.  A recent  study  in 
this  patient  population  demonstrated  similar 
morbidity  and  mortality  from  gram-positive 
infections  whether  vancomycin  was  started 
empirically  or  only  after  microbiologic  docu- 
mentation.7 These  data  suggest  that  in  the  ab- 
sence of  a specific  indicator  of  resistant  gram- 
positive infection  (e.g.,  institutional  outbreak 
and/or  infected  intravascular  device),  one  could 
select  alternative  agents  and  change  to  van- 
comycin only  if  warranted  on  the  basis  of  cul- 
ture results. 

Pharmacokinetics  and  Dosing 

Vancomycin  is  poorly  absorbed  from  the 
gut  and  is  not  tolerated  by  the  intramuscular 
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INDICATIONS  AND  USAGE:  BECAUSE  OF  REPORTS  OF  INTESTINAL  AND  GASTRIC  ULCERATION  AND 
BLEEDING  WITH  SLOW-RELEASE  POTASSIUM  CHLORIDE  PREPARATIONS,  THESE  DRUGS  SHOULD 
BE  RESERVED  FOR  THOSE  PATIENTS  WHO  CANNOT  TOLERATE  OR  REFUSE  TO  TAKE  LIQUID  OR  EF- 
FERVESCENT POTASSIUM  PREPARATIONS  OR  FOR  PATIENTS  IN  WHOM  THERE  IS  A PROBLEM  OF 
COMPLIANCE  WITH  THESE  PREPARATIONS, 

1.  For  therapeutic  use  in  patients  with  hypokalemia  with  or  without  metabolic  alkalosis,  in  digitalis 
intoxication  and  in  patients  with  hypokalemic  familial  periodic  paralysis. 

2.  For  the  prevention  of  potassium  depletion  when  the  dietary  intake  is  inadequate  in  the  following 
conditions  Patients  receiving  digitalis  and  diuretics  for  congestive  heart  failure,  hepatic  cirrhosis 
with  ascites,  states  of  aldosterone  excess  with  normal  renal  function,  potassium-losing  nephropathy, 
and  with  certain  diarrheal  states. 

3.  The  use  of  potassium  salts  in  patients  receiving  diuretics  for  uncomplicated  essential  hyperten- 
sion is  often  unnecessary  when  such  patients  have  a normal  dietary  pattern  Serum  potassium 
should  be  checked  periodically,  however,  and  if  hypokalemia  occurs,  dietary  supplementation  with 
potassium-containing  foods  may  be  adequate  to  control  milder  cases.  In  more  severe  cases  sup- 
plementation with  potassium  salts  may  be  indicated. 

CONTRAINDICATIONS:  Potassium  supplements  are  contraindicated  in  patients  with  hyperkalemia 
since  a further  increase  in  serum  potassium  concentration  in  such  patients  can  produce  cardiac 
arrest.  Hyperkalemia  may  complicate  any  of  the  following  conditions:  Chronic  renal  failure,  systemic 
acidosis  such'as  diabetic  acidosis,  acute  dehydration,  extensive  tissue  breakdown  as  in  severe  burns, 
adrenal  insufficiency,  or  the  administration  of  a potassium-sparing  diuretic  (e  g , spironolactone, 
triamterene). 

Wax-matrix  potassium  chloride  preparations  have  produced  esophageal  ulceration  in  certain  cardi- 
ac patients  with  esophageal  compression  due  to  enlarged  left  atrium 

All  solid  dosage  forms  of  potassium  chloride  supplements  are  contraindicated  in  any  patient  in 
whom  there  is  cause  for  arrest  or  delay  in  tablet  passage  through  the  gastrointestinal  tract.  In  these 
instances,  potassium  supplementation  should  be  with  a liquid  preparation 
WARNINGS:  Hyperkalemia  —In  patients  with  impaired  mechanisms  for  excreting  potassium,  the  ad- 
ministration of  potassium  salts  can  produce  hyperkalemia  and  cardiac  arrest.  This  occurs  most  com- 
monly in  patients  given  potassium  by  the  intravenous  route  but  may  also  occur  in  patients  given 
potassium  orally.  Potentially  fatal  hyperkalemia  can  develop  rapidly  and  be  asymptomatic.  The  use  of 
potassium  salts  in  patients  with  chronic  renal  disease,  or  any  other  condition  which  impairs  potas- 
sium excretion,  requires  particularly  careful  monitoring  of  the  serum  potassium  concentration  and 
appropriate  dosage  adjustment. 

Interaction  with  Potassium  Sparing  Diuretics— Hypokalemia  should  not  be  treated  by  the  con- 
comitant administration  of  potassium  salts  and  a potassium-sparing  diuretic  (e  g , spironolactone  or 
triamterene)  since  the  simultaneous  administration  of  these  agents  can  produce  severe  hyperkalemia 

Gastrointestinal  Lesions— Potassium  chloride  tablets  have  produced  stenotic  and/or  ulcerative 
lesions  of  the  small  bowel  and  deaths.  These  lesions  are  caused  by  a high  localized  concentration  of 
potassium  ion  in  the  region  of  a rapidly  dissolving  tablet,  which  injures  the  bowel  wall  and  thereby 
produces  obstruction,  hemorrhage  or  perforation. 

K-DUR  tablets  contain  micro-crystalloids  which  disperse  upon  disintegration  of  the  tablet.  These 
micro-crystalloids  are  formulated  to  provide  a controlled  release  of  potassium  chloride.  The  dispersi- 
bility of  the  micro-crystalloids  and  the  controlled  release  of  ions  from  them  are  intended  to  minimize 
the  possibility  of  a high  local  concentration  near  the  gastrointestinal  mucosa  and  the  ability  of  the  KCI 
to  cause  stenosis  or  ulceration.  Other  means  of  accomplishing  this  (e.g. , incorporation  of  potassium 
chloride  into  a wax  matrix)  have  reduced  the  frequency  of  such  lesions  to  less  than  one  per  100,000 
patient  years  (compared  to  40-50  per  100,000  patient  years  with  enteric-coated  potassium  chloride) 
but  have  not  eliminated  them  The  frequency  of  Gl  lesions  with  K-DUR  tablets  is.  at  present, 
unknown  K-DUR  tablets  should  be  discontinued  immediately  and  the  possibility  of  bowel  obstruction 
or  perforation  considered  if  severe  vomiting,  abdominal  pain,  distention,  or  gastrointestinal  bleeding 
occurs. 

Metabolic  Acidosis— Hypokalemia  in  patients  with  metabolic  acidosis  should  be  treated  with  an 
alkalinizing  potassium  salt  such  as  potassium  bicarbonate,  potassium  citrate,  potassium  acetate,  or 
potassium  gluconate 

PRECAUTIONS:  The  diagnosis  of  potassium  depletion  is  ordinarily  made  by  demonstrating  hypokale- 
mia in  a patient  with  a clinical  history  suggesting  some  cause  for  potassium  depletion.  In  interpreting 
the  serum  potassium  level,  the  physician  should  bear  in  mind  that  acute  alkalosis  per  se  can  produce 
hypokalemia  in  the  absence  of  a deficit  in  total  body  potassium  while  acute  acidosis  per  se  can  in- 
crease the  serum  potassium  concentration  into  the  normal  range  even  in  the  presence  of  a reduced 
total  body  potassium.  The  treatment  of  potassium  depletion,  particularly  in  the  presence  of  cardiac 
disease,  renal  disease,  or  acidosis  requires  careful  attention  to  acid-base  balance  and  appropriate 
monitoring  of  serum  electrolytes,  the  electrocardiogram,  and  the  clinical  status  of  the  patient. 

Laboratory  Tests:  Regular  serum  potassium  determinations  are  recommended.  In  addition,  during 
the  treatment  of  potassium  depletion,  careful  attention  should  be  paid  to  acid-base  balance,  other 
serum  electrolyte  levels,  the  electrocardiogram,  and  the  clinical  status  of  the  patient,  particularly  in 
the  presence  of  cardiac  disease,  renal  disease,  or  acidosis. 

Drug  Interactions:  Potassium-sparing  diuretics;  see  WARNINGS. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  Long-term  carcinogenicity  studies  in 
animals  have  not  been  performed 

Pregnancy  Category  C:  Animal  reproduction  studies  have  not  been  conducted  with  K-DUR.  It  is 
also  not  known  whether  K-DUR  can  cause  fetal  harm  when  administered  to  a pregnant  woman  or  can 
affect  reproduction  capacity.  K-DUR  should  be  given  to  a pregnant  woman  only  if  clearly  needed. 

Nursing  Mothers:  The  normal  potassium  ion  content  of  human  milk  is  about  13  mEq  per  liter.  Since 
oral  potassium  becomes  part  of  the  body  potassium  pool,  so  long  as  body  potassium  is  not  exces- 
sive, the  contribution  of  potassium  chloride  supplementation  should  have  little  or  no  effect  on  the 
level  in  human  milk. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established 
ADVERSE  REACTIONS:  One  of  the  most  severe  adverse  effects  is  hyperkalemia  (see  CONTRAINDICATIONS, 
WARNINGS,  and  OVERDOSAGE).  There  have  also  been  reports  of  upper  and  lower  gastrointestinal 
conditions  including  obstruction,  bleeding,  ulceration,  and  perforation  (see  CONTRAINDICATIONS 
and  WARNINGS);  other  factors  known  to  be  associated  with  such  conditions  were  present  in  many  of 
these  patients. 

The  most  common  adverse  reactions  to  oral  potassium  salts  are  nausea,  vomiting,  abdominal  dis- 
comfort, and  diarrhea  These  symptoms  are  due  to  irritation  of  the  gastrointestinal  tract  and  are  best 
managed  by  taking  the  dose  with  meals  or  reducing  the  dose 

Skin  rash  has  been  reported  rarely 

OVERDOSAGE:  The  administration  of  oral  potassium  salts  to  persons  with  normal  excretory  mecha- 
nisms for  potassium  rarely  causes  serious  hyperkalemia  However,  if  excretory  mechanisms  are  im- 
paired or  if  potassium  is  administered  too  rapidly  intravenously,  potentially  fatal  hyperkalemia  can 
result  (see  CONTRAINDICATIONS  and  WARNINGS).  It  is  important  to  recognize  that  hyperkalemia  is 
usually  asymptomatic  and  may  be  manifested  only  by  an  increased  serum  potassium  concentration 
and  characteristic  electrocardiographic  changes  (peaking  of  T-waves,  loss  of  P-waves,  depression  of 
S-T  segment,  and  prolongation  of  the  QT -interval)  Late  manifestations  include  muscle-paralysis  and 
cardiovascular  collapse  from  cardiac  arrest. 

Treatment  measures  for  hyperkalemia  include  the  following: 

1 Elimination  of  foods  and  medications  containing  potassium  and  of  potassium-sparing  diuretics. 

2 Intravenous  administration  of  300  to  500  ml/hr  of  10%  dextrose  solution  containing  10-20  units 
of  insulin  per  1,000  ml. 

3.  Correction  of  acidosis,  if  present,  with  intravenous  sodium  bicarbonate. 

4.  Use  of  exchange  resins,  hemodialysis,  or  peritoneal  dialysis. 

In  treating  hyperkalemia,  it  should  be  recalled  that  in  patients  who  have  been  stabilized  on 
digitalis,  too  rapid  a lowering  of  the  serum  potassium  concentration  can  produce  digitalis  toxicity 
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route.  It  is  given  intravenously  except  in  an- 
tibiotic-associated colitis  when  oral  adminis- 
tration gives  high  lumenal  concentrations  in 
the  gut.  It  is  excreted  unchanged  by  the  kid- 
neys. The  half  life  is  6 hours  in  the  presence 
of  normal  renal  function.  Vancomycin  is  55% 
protein  bound  and  is  not  removed  by  either 
hemodialysis  or  peritoneal  dialysis.  It  does  not 
traverse  normal  meninges,  but  can  cross  in- 
flamed meninges  to  a sufficient  degree  to  be 
useful  in  central  nervous  system  infections. 

The  usual  dose  in  the  presence  of  normal 
renal  function  is  500  mg  every  6 hours  or  1 g 
every  12  hours  in  adults  or  about  40  mg/kg/ 
day  in  divided  doses  in  children.  Dosage  nom- 
ograms are  available  to  facilitate  treatment  of 
patients  with  deranged  renal  function.6  A sim- 
ple formula  can  be  used  to  estimate  vanco- 
mycin dose  following  an  initial  loading  dose 
of  15mg/kg:  daily  dose  in  mg  = 15  x CrCl  + 
150.  Alternatively,  one  may  repeat  standard 
doses  of  8 mg/kg  at  longer  intervals  for  de- 
creased creatinine  clearances  (e.g.,  dosing  in- 
tervals of  approximately  12,  18  or  24  hours  for 
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clearances  of  50,  35  or  20  ml/minute,  respec- 
tively). The  usual  dosing  interval  for  anephric 
patients  is  about  5 to  8 days.  Treatment  and 
potential  toxicity  are  monitored  by  measuring 
drug  levels.  A peak  of  30  to  40  |xg/ml  and  trough 
of  5 to  10  pg/ml  are  considered  appropriate. 
The  oral  dose  for  antibiotic-associated  colitis  is 
125  mg  every  6 hours.  Because  few  data  are 
available  as  to  the  safety  of  vancomycin  during 
pregnancy,  its  use  is  not  recommended  unless 
there  is  no  suitable  alternative. 

Side  Effects 

The  major  untoward  effect  of  vancomycin 
is  ototoxicity.5  This  is  generally  related  to  peak 
serum  concentrations  exceeding  40  [xg/ml  and 
usually  affects  auditory  rather  than  vestibular 
function.  There  is  additive  ototoxicity  with  that 
of  the  aminoglycosides.  Nephrotoxicity  with 
azotemia  may  also  occur,  but  its  incidence  is 
lower  now  than  with  earlier  less  pure  prepa- 
rations. Thrombophlebitis  at  the  site  of  the  in- 
fusion is  rather  frequent.  Allergic  manifesta- 
tions such  as  skin  rash  occur  but  are 
uncommon.  An  erythematous  pruritic  erup- 
tion that  involves  the  face,  neck  and  trunk, 
with  or  without  hypotension,  does  occur  com- 


monly and  is  referred  to  as  "red  man"  or  "red 
neck"  syndrome.  It  is  related  to  the  rate  at 
which  the  drug  is  given  and  can  usually  be 
avoided  by  running  the  infusion  at  a slow  rate 
over  1 to  2 hours.  This  reaction  is  thought  to 
be  mediated  by  nonimmunologic  release  of 
histamine.  Another  infusion-related  side  ef- 
fect called  the  "pain  and  spasm  syndrome" 
involves  spasm  in  the  parasternal  muscles  with 
throbbing  pain  that  clears  when  the  infusion 
of  vancomycin  is  stopped.  Neutropenia  due  to 
vancomycin  has  been  observed  on  rare  occa- 
sions. 
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Health  Care 
Coverage 
That  Wasn’t  Bom 

Yesterday 

The  changes  in  health  care  and  health  coverage  in  the 
last  five  decades  have  been  tremendous.  And,  through  it 
all,  Iowa’s  Blue  Cross  and  Blue  Shield  Plans  have  set  the 
pace.  All  the  while,  we  have  worked  diligently  to  help  our 
customers  get  the  most  out  of  their  health  care  dollars,  to 
provide  excellence  in  service  and  to  give  our  members 
cost-efficient,  quality  benefits.  Like  Total  Health  Network 
of  Iowa  and  Family  Health  Plan,  our  innovative  health 
maintenance  organizations...  ALLIANCE  Select,  our  pre- 
ferred provider  program... and  Delta  Dental  Plan  of  Iowa. 

We’ve  worked  with  the  providers  of  health  care  for  50 
years  to  assure  lowans  of  affordable,  high-quality  cover- 
age. And  you  can  be  sure  that  well  be  doing  the  same  for 
another  50  years.  It’s  a tradition  we’re  proud  of. ..and  one 
you  can  count  on. 


Blue  Cross 
Blue  Shield 


Des  Moines/Sioux  City 


Iowa  Department  of  Public  Health 


Iowa's  County  Health  Planning 
Initiative  Program 


Iowa  has  turned  its  attention  to  a new  way 
of  addressing  health  problems.  The  county 
health  planning  initiative  program  teams  com- 
munity leadership  with  a systematic  approach 
to  health  promotion  and  disease  prevention  in 
Iowa's  99  counties.  The  program  is  comprised 
of  3 basic  planning  strategies  — getting  deci- 
sion makers  together,  getting  them  to  talk 
about  what  is  important  and  getting  them  to 
take  action. 

In  the  case  of  the  county  health  planning 
initiative  program,  the  important  issue  in- 
volved the  role  healthy  lifestyles  and  positive 
health  practices  can  play  in  preventing  illness 
and  reducing  its  burden.  As  Robert  E.  Win- 
dom,  who  heads  the  U.S.  Public  Health  Serv- 
ice, has  observed,  “We  could  cut  the  health 
budget  by  a third  or  more,  maybe  half  ...  if 
people  would  simply  do  the  things  that  are 
known  to  prevent  illness,  injury,  disability  and 
premature  death." 

Regional  Planning 

Impetus  for  the  program  came  from  an 
administrative  rule,  effective  January  1986, 
placing  new  responsibilities  on  county  boards 
of  health.  These  responsibilities  included  iden- 
tifying public  health  problems  and  writing  an 
action  plan  to  respond  to  them.  To  assist  the 
counties,  the  Iowa  Department  of  Public  Health 
(IDPH)  began  working  with  the  Division  of 
Assessment  and  Management  Consultation  in 
the  Training  and  Laboratory  Program  Office 
at  the  Centers  for  Disease  Control  (CDC). 

Within  the  department,  the  Office  of 
Health  Planning  coordinated  data  needs  and 


This  information  on  public  health  matters  is  furnished  and  spon- 
sored by  the  Iowa  Department  of  Public  Health. 


built  a technical  assistance  team,  with  mem- 
bers drawn  from  each  division.  Public  health 
nurse  supervisors  were  liaisons  between  the 
department  and  county  boards  of  health  by 
reporting  on  local  efforts,  arranging  meetings 
and  following  up  on  needs  and  issues.  At  the 
outset,  IDPH  defined  a health  problem  as  a 
situation  or  condition  which  is  considered  un- 
desirable and  likely  to  cause  death,  disease  or 
disability. 

At  12  regional  meetings  in  June  1987, 
county  representatives  and  the  IDPH  technical 
assistance  team  members  discussed  their  re- 
spective planning  roles.  The  department 
agreed  to  develop  a list  of  statewide  health 
problems  as  a guide  for  county  efforts.  The 
department  also  agreed  to  provide  counties 
with  specific  data  on  their  health  problems. 
And,  after  counties  had  identified  at  least  one 
health  priority,  the  technical  assistance  team 
would  analyze  the  problem  and  work  with  the 
counties  to  develop  appropriate  intervention 
strategies.  In  turn,  counties  would  submit  an 
action  plan  to  the  department.  At  the  meet- 
ings, county  representatives  called  for  addi- 
tional technical  assistance;  they  requested  a 
needs  assessment  tool  to  take  them  through 
the  planning  process. 

County  Health  Planning  Committees 

Following  regional  meetings,  county 
boards  of  health  began  to  organize  health 
planning  committees.  Their  membership  var- 
ied from  county  to  county,  but  represented  a 
wide  range  of  individuals  and  agencies  con- 
cerned with  health  problems.  These  stake- 
holders often  included  elected  officials,  health 
care  providers,  human  service  agency  repre- 
sentatives, school  officials  and  other  key  com- 
munity leaders. 

In  some  counties,  just  bringing  these 
groups  together  served  an  important  function. 
As  one  county  public  health  administrator  ob- 
served, “Involving  people  from  so  many  dif- 

(Please  turn  to  page  284) 
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ferent  areas  has  broadened  our  perception  and 
increased  our  awareness  of  the  needs  of  our 
community.  It  prevents  duplication  of  services 
while  allowing  us  to  coordinate  our  various 
resources  to  serve  our  community." 

At  the  same  time,  frustrations  and  other 
issues  surfaced.  According  to  the  same  county 
administrator,  "As  a health  care  provider,  it 
has  been  a beneficial  experience  — however, 
it's  also  frustrating  to  meet  with  so  many  con- 
cerned individuals,  agree  upon  needs,  for- 
mulate interventions  and  yet  not  have  the  fi- 
nancial resources  to  carry  them  through." 

Needs  Assessment! Planning  Tool 

While  counties  organized  local  commit- 
tees, the  department's  technical  assistance 
team  and  CDC  staff  began  drafting  a needs 
assessment/planning  tool  and  collecting 


county-specific  data.  Morbidity  data  proved  to 
be  the  most  difficult  to  collect. 

After  many  revisions,  the  tool  that  finally 
emerged  contained  6 sections  with  accompa- 
nying county-specific  data.  Section  I provided 
for  such  socio-demographic  data  as  age  groups, 
sex  and  race  by  county  and  state  along  with 
statements  to  guide  discussion  and  data  anal- 
ysis. Prenatal,  mortality,  hospitalization  and 
some  national  prevalence  data  were  included 
for  Section  II,  Health  Problem  Profile.  The  pur- 
pose of  this  section  was  to  help  committees 
identify  leading  causes  of  death  and  hospital- 
ization as  well  as  any  unique  health  problem. 

In  Section  III,  Health  Problem  Priorities, 
committees  could  determine  their  health  prob- 
lem priorities  for  the  next  5 years,  regardless 
of  available  resources  and  the  health  problem 
or  problems  to  be  addressed  in  the  coming 
year.  After  the  committees  selected  the  prior- 
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ity  problem,  the  technical  assistance  team 
members  would  prepare  a health  problem 
analysis. 

On  the  advice  of  CDC  staff,  the  team 
adopted  a management  system,  problem  anal- 
ysis format  that  included  a goal  (operational 
and  philosophical  justification);  outcome  ob- 
jective (projected  future  level  of  the  health 
problem);  impact  objective  (projected  future 
level  of  a direct  determinant);  process  objective 
(projected  future  level  of  a contributing  factor); 
and  activities  (actual  tasks  performed  by  pro- 
gram personnel).  This  analysis  in  Section  IV 
served  as  a basis  for  committee  selection  of 
activities.  The  last  2 sections  tied  available  re- 
sources and  resource  needs  to  the  selected 
health  priorities. 

After  consulting  with  public  health  nurse 
supervisors,  the  technical  assistance  team  se- 
lected 7 counties  for  pilot  testing  the  tool.  In 


making  the  selection,  the  team  considered  the 
counties'  diversity,  their  willingness  to  act  as 
test  counties  and  their  location  within  each  of 
Iowa's  6 public  health  nursing  regions.  In  ad- 
vance of  the  pilot  testing,  the  department  in- 
vited representatives  from  the  pilot  counties 
to  participate  in  a trial  run  of  the  tool,  using 
data  from  one  pilot  county.  The  department 
also  developed  a list  of  statewide  priority  health 
problems,  another  step  in  preparing  for  the 
pilot  tests.  To  assess  overall  significance  of 
health  problems,  the  department's  division  di- 
rectors and  bureau  chiefs  analyzed  the  mag- 
nitude of  the  problem,  mortality,  associated 
hospitalization  and  preventability. 

Currently,  the  pilot  tests  are  underway. 
Following  an  evaluation  of  the  tests  and  re- 
visions in  the  needs  assessment  tool,  the  tech- 
nical assistance  team  will  introduce  the  tool 
( Please  turn  to  page  286) 
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and  process  in  the  remaining  counties.  Re- 
gional meetings  will  be  scheduled  in  late  sum- 
mer and  early  fall. 

Short  and  Long  Term  Benefits 

The  county  health  planning  initiative  pro- 
gram has  already  produced  results.  For  ex- 
ample, some  county  committees  have  not 
waited  for  a needs  assessment/planning  tool 
but  have  conducted  health-related  surveys, 
started  prevention  projects,  printed  resource 
guides,  improved  referral  activities  and  begun 
networking.  Within  the  department,  the  pro- 
gram has  served  as  a catalyst  for  staff  inter- 
action across  divisions,  enhancing  cohesion 
and  elan. 


The  department  has  collected  county-spe- 
cific data,  made  it  available  to  the  counties  and 
issued  a county  health  planning  initiative 
newsletter.  Department  personnel  members 
now  are  more  aware  of  the  kinds  of  informa- 
tion available  outside  their  own  divisions,  as 
well  as  gaps  in  information. 

In  the  future,  the  county-specific,  baseline 
data  can  be  used  to  evaluate  effectiveness  of 
a county's  intervention  strategies.  The  pro- 
gram also  has  the  potential  to  help  develop  a 
clearer  vision  among  key  decision  makers  about 
what  can  be  done  to  harness  health  care  re- 
sources to  priority  problems.  As  Marcel  Proust 
has  decribed  it.  “The  real  voyage  is  not  seeing 
new  lands,  but  seeing  with  new  eyes." 


April  1988 
Morbidity  Report 


Disease 

Apr. 

1988 

Total 

1988 

to 

Date 

1987 

to 

Date 

Most  Apr.  Cases 
Reported  From 
These  Counties 

AIDS 

5 

12 

11 

NA 

Amebiasis 

0 

2 

10 

Brucellosis 

0 

1 

2 

Chickenpox 

1513 

4830 

5100 

Scattered 

Campylobacter 

28 

77 

55 

Scattered 

Cytomegalovirus 

3 

4 

7 

Johnson,  Lee,  Scott 

Eatons  Agent 
Infection 

4 

21 

30 

Davis,  Polk,  Scott 

Encephalitis,  viral 

1 

7 

1 

Harrison 

Erythema 

Infectiosum 

30 

58 

569 

Scattered 

Gastroenteritis 

(GIV) 

2317 

10421 

8422 

Scattered 

Giardiasis 

34 

108 

81 

Scattered 

Hepatitis,  A 

8 

26 

53 

Black  Hawk,  Lee, 

Hepatitis,  B 

10 

32 

47 

Scott,  Woodbury, 
Wright 

Black  Hawk,  Lee, 

Hepatitis,  Non 
A-B 

2 

6 

10 

Scott,  Woodbury, 
Wright 

Calhoun,  Dubuque 

Hepatitis 
type  unspecified 

0 

1 

2 

Herpes  Simplex 

100 

354 

374 

Scattered 

Herpes  Zoster 

0 

0 

1 

Histoplasmosis 

1 

4 

6 

Carroll 

Infectious 

mononucleosis 

21 

58 

99 

Scattered 

Influenza, 
lab  confirmed 

21 

104 

66 

Scattered 

Influenza-like 
illness  (URI) 

3333 

21218 

19740 

Scattered 

Disease 

Apr. 

1988 

Total 

1988 

to 

Date 

1987 

to 

Date 

Most  Apr.  Cases 
Reported  From 
These  Counties 

Legionellosis 

0 

4 

5 

Malaria 

0 

0 

0 

Meningitis 

aseptic 

2 

13 

8 

Benton,  Scott 

bacterial 

10 

45 

25 

Scattered 

meningococcal 

0 

0 

3 

Mumps 

2 

26 

180 

Black  Hawk,  Wayne 

Pertussis 

0 

15 

3 

Rabies  in  animals 

25 

53 

97 

Scattered 

Reye  Syndrome 

0 

0 

0 

Rheumatic  Fever 

0 

0 

0 

Rubella 

(German 

measles) 

0 

0 

1 

Measles 

0 

0 

0 

Salmonellosis 

6 

16 

37 

Polk,  Scott,  Sioux, 

Shigellosis 

29 

72 

8 

Washington, 

Winnebago 

Scattered 

Toxic  Shock 
Syndrome 

0 

2 

2 

Tuberculosis 
total  ill 

1 

14 

8 

Polk 

bact.  pos. 

1 

10 

8 

Polk 

Typhoid  Fever 

0 

0 

0 

Venereal  diseases 
Gonorrhea 

254 

650 

958 

Scattered 

Chlamydia 

484 

1385 

1108 

Scattered 

Syphilis 

6 

9 

7 

Buena  Vista,  Scott, 

Woodbury 

Other  Non-Reportable  Diseases:  Trichuris  Trichiura  — 1,  Polk; 

Ureaplasma  Urealyticum 

— 3,  j 

lohnson;  1,  Mahaska. 
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About  Iowa  Physicians 


Dr.  Bonnie  J.  Premo  has  joined  the  North 
Medical  Center  Clinic  in  Davenport.  Dr.  Premo 
received  the  M.D.  degree  from  the  University 
of  Nebraska  College  of  Medicine,  Omaha,  Ne- 
braska and  completed  her  residency  through 
Mercy-St.  Luke's  hospital  residence  program 
in  Davenport.  Prior  to  joining  the  Medical 
Center  Clinic,  Dr.  Premo  was  at  the  Durant 
Family  Medical  Facility.  Dr.  Steven  Phillips, 
Des  Moines,  received  the  Governor's  Science 
Award  for  scientific  achievement  at  the  100th 
annual  meeting  of  the  Iowa  Academy  of  Sci- 
ence in  Ames.  Dr.  Phillips  is  chief  heart  trans- 
plant surgeon  at  Mercy  Hospital  Medical  Cen- 
ter in  Des  Moines.  Drs.  Michael  Niehaus, 
Cesar  Abiera,  Jr.,  Michael  Hendricks  and  John 
Lyday  have  joined  the  staff  of  Burlington  Med- 


ical Center.  Dr.  Niehaus  is  associated  with 
Surgeons  Inc.  P.C.  Dr.  Abeira  practices  in 
LaHarpe  and  Dallas  City,  both  in  Illinois.  Dr. 
Hendricks  is  associated  with  Orthopedic  and 
Reconstructive  Surgery  Associates  P.C.  Dr. 
Lyday  is  with  the  Nu-Patch  P.C.  pathology 
group.  Dr.  P.  Scott  Zimmerman  has  joined  the 
McCrary-Rost  Clinic,  P.C.  in  Rockwell  City. 
Dr.  Zimmerman  received  the  M.D.  degree  from 
the  U.  of  I.  College  of  Medicine,  completed  his 
internship  at  the  Marshfield  Clinic  in  Marsh- 
field, Wisconsin  and  practiced  at  the  Rea  Clinic 
in  Christopher,  Illinois.  Dr.  Sandra  Emas  has 
begun  family  practice  at  the  Family  Medical 
Center  in  Pleasantville.  Dr.  Emas  received  the 
D.O.  degree  at  the  University  of  Osteopathic 
(Please  turn  to  page  288) 
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Medicine  and  Health  Sciences  and  served  her 
residency  at  Methodist's  Blank  Children's 
Hospital,  both  in  Des  Moines. 


Deaths 


Dr.  Nelle  Schultz,  81,  Humboldt,  died  March 
18  at  Humboldt  County  Memorial  Hospital. 
Dr.  Schultz  received  the  M.D.  degree  from  the 
U.  of  I.  College  of  Medicine  and  practiced 
medicine  in  Humboldt  from  1932  until  her  re- 
tirement in  1969.  She  was  a member  of  the 
Alpha  Omega  Alpha  honorary  medical  soci- 
ety. 

Dr.  Homer  John  Gilfillan,  76,  Bloomfield,  died 
April  9 at  Davis  County  Hospital  in  Bloom- 
field. Dr.  Gilfillan  received  the  M.D.  degree  at 
the  U.  of  I.  College  of  Medicine  and  served  his 
internship  and  residency  at  Henry  Ford  Hos- 
pital in  Detroit,  Michigan.  He  was  head  of  the 
Quincy  Clinic  Department  of  Ophthalmology 
in  Quincy,  Illinois  and  served  as  an  officer  in 


the  U.S.  Medical  Corps.  Dr.  Gilfillan  co- 
founded the  Gifillan  Clinic  in  1946  and  prac- 
ticed until  his  retirement  in  1985.  He  was  a 
member  of  the  American  Academy  of  Oph- 
thalmology and  Otolaryngology. 

Dr.  Roland  B.  Morrison,  80,  Carroll,  died 
March  24  at  Carroll  Health  Center.  Dr.  Mor- 
rison received  the  M.D.  degree  from  the  U.  of 
I.  College  of  Medicine.  He  practiced  medicine 
in  Carroll  from  1933  until  his  retirement  in  1976. 
Dr.  Morrison  was  a railroad  physician  and  sur- 
geon as  well  as  a Carroll  County  medical  ex- 
aminer. 

Dr.  Harold  E.  Sauer,  69,  Marshalltown,  died 
April  9 at  his  home.  Dr.  Sauer  received  the 
M.D.  degree  from  the  U.  of  I.  College  of  Med- 
icine and  completed  his  residency  at  Iowa 
Methodist  Medical  Center,  Des  Moines.  He 
was  in  private  family  practice  until  he  retired 
in  1985.  Dr.  Sauer  was  Marshall  County  med- 
ical examiner  for  more  than  30  years  and  was 
a member  of  the  American  Academy  of  Family 
Practice. 


FOR  YOU! 


Dr.  Warren  E.  Hinton 


CALL 

Warren  E.  Hinton,  MD 


Have  an  MD  invest  in  options 
for  you. 

45  year  old  semi  retired  Radiologist 
discovers  a way  to  invest  his  funds. 

Now  accepting  a limited  number 
of  other  MD  accounts.  — 

Wolcott  & Lincoln,  Inc. 

Kansas  City  Board  of  Trade 
Suite  565  - 4800  Main  St. 
KANSAS  CITY,  MISSOURI  64112 


Michael  A.  Hamil,  Manager 

1-800-821-6132 


HAV E AN 
MD  WORK 
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NORTH  IOWA  EYE  CLINIC,  P.C. 
ADDISON  W.  BROWN,  JR.,  M.D. 
MICHAEL  L.  LONG,  M.D. 
BRADLEY  L.  ISAAK,  M.D. 

3121  4TH  STREET,  S.W. 

P.O.  BOX  1877 
MASON  CITY  50401 
515/423-8861 


GENE  E.  MEGER,  M.D. 

ROBERT  R.  KELLER,  M.D. 

853  SECOND  AVENUE,  S.E. 

CEDAR  RAPIDS  52403 
319/365-7535 

PRACTICE  LIMITED  TO  OPHTHALMOLOGY 


ORTHOPEDICS 


JAMES  R.  ROCHELLE,  M.D. 

715  HARMONY,  SUITE  301 
COUNCIL  BLUFFS  51503 
712/328-5970 

PRACTICE  LIMITED  TO  ORTHOPEDICS 


OTOLARYNGOLOGY 


DUBUQUE  OTOLARYNGOLOGY  SERVICE,  P.C. 
THOMAS  J.  BENDA,  M.D. 

JAMES  W.  WHITE,  M.D. 

CRAIG  C.  HERTHER,  M.D. 

310  NORTH  GRANDVIEW 
DUBUQUE  52001 
319/588-0506 


IOWA  HEAD  AND  NECK  ASSOCIATES,  P.C. 
ROBERT  T.  BROWN,  M.D. 

EUGENE  PETERSON,  M.D. 

RICHARD  B.  MERRICK,  M.D. 

3901  INGERSOLL 
DES  MOINES  50312 
515/274-9135 


OTO.  — HEAD  & NECK  SURGICAL 
ASSOCIATES,  P.C. 

THOMAS  A.  ERICSON,  M.D. 

STEVEN  R.  HERWIG,  D.O. 

1215  PLEASANT,  SUITE  408 
DES  MOINES  50309 
515/283-5780 
1/800/248-4443 

EAR,  NOSE  AND  THROAT  SURGERY, 
FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 


WOLFE  CLINIC,  P.C. 

MICHAEL  W.  HILL,  M.D. 

DANIEL  J.  BLUM,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1566 
WOLFE  CLINIC,  P.C. 

4800  WESTOWN  PARKWAY  REGENCY  #3 
WEST  DES  MOINES  50265 
515/223-8685 

OTOLARYNGOLOGY-HEAD  AND  NECK 
SURGERY,  FACIAL  PLASTIC  SURGERY, 
ALLERGY 


PHILLIP  A.  LINQUIST,  D.O.,  P.C. 

1000  ILLINOIS 
DES  MOINES  50314 
515/244-5225 

EAR,  NOSE  AND  THROAT  SURGERY, 
FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 


ROBERT  G.  SMITS,  M.D.,  P.C. 

MERCY  MEDICAL  PLAZA 
421  LAUREL,  SUITE  402 
DES  MOINES  50314 
515/244-8152 
1/800/622-0002 

EAR,  NOSE  AND  THROAT  SURGERY, 

FACIAL  PLASTIC  SURGERY  AND  HEAD  AND 
NECK  SURGERY 


EASTERN  IOWA  HEAD  & NECK  SURGERY,  P.C. 
JAMES  E.  SPODEN,  M.D.,  F.A.C.S. 

1030  5TH  AVENUE,  S.E.,  SUITE  2000 
CEDAR  RAPIDS  52403 
319/365-3883 


PATHOLOGY 


LABORATORY  OF  CLINICAL  MEDICINE 
ORLYN  ENGELSTAD,  M.D. 

L.  JEFF  RISSMAN,  M.D. 

1150  SIXTH  AVENUE 
DES  MOINES  50314 
515/244-5075 
CLINICAL  CHEMISTRY, 
RADIOIMMUNOASSAY, 
MICROBIOLOGY,  CYTOPATHOLOGY, 
HEMATOLOGY  AND  SURGICAL 
PATHOLOGY 


CLINICAL  LABORATORIES 

GERALD  WEDEMEYER,  M.D.,  F.C.A.P. 

819  LINCOLNWAY 

AMES  50010 

515/233-2316 

CONSULTATION  IN  LABORATORY 
MEDICINE  AND  PATHOLOGY 


PHYSICAL  MEDICINE  & 
REHABILITATION 


PHYSIATRY  ASSOCIATES 
WILLIAM  D.  DEGRAVELLES,  JR.,  M.D. 
CHARLES  F.  DENHART,  M.D. 

MARVIN  M.  HURD,  M.D. 

WILLIAM  C.  KOENIG,  JR.,  M.D. 

KAREN  KIENKER,  M.D. 

MARK  R.  WILSON,  M.D. 

YOUNKER  MEMORIAL  REHABILITATION 
CENTER 

IOWA  METHODIST  MEDICAL  CENTER 
1200  PLEASANT 
DES  MOINES  50308 


PSYCHIATRY 


CAVALLIN  AND  ASSOCIATES,  P.C. 

HECTOR  W.  CAVALLIN,  M.D. 

1301  PENNSYLVANIA,  SUITE  116 
DES  MOINES  50316 
515/265-1149 

PSYCHIATRIC  AND  PSYCHOLOGICAL  SERV- 
ICES FOR  ADULTS,  ADOLESCENTS,  CHIL- 
DREN AND  INFANTS 


PULMONARY  MEDICINE 


CHEST,  INFECTIOUS  DISEASES  & 
ASSOCIATES,  P.C. 

ROGER  T.  LIU,  M.D. 

STEVEN  G.  BERRY,  M.D. 
DONALD  L.  BURROWS,  M.D. 
MICHAEL  WITTE,  D.O. 
PULMONARY  DISEASES 
1000  SEVENTY-THIRD  STREET 
SUITE  #3,  WESTGATE  PLAZA 
DES  MOINES  50311 
24  HOUR  515/224-1777 


SURGERY 


JOHN  G.  GANSKE,  M.D. 

1301  PENNSYLVANIA,  SUITE  312 
DES  MOINES  50316 
515/266-6558 

PLASTIC,  RECONSTRUCTIVE  AND 
HAND  SURGERY 


A.  B.  GRUNDBERG,  M.D. 

1440  PLEASANT 
DES  MOINES  50309 
515/288-5759 

ORTHOPAEDIC  SURGERY,  SURGERY  OF 
THE  HAND 


PLASTIC  SURGERY  INSTITUTE,  P.C. 
JAMES  O.  STALLINGS,  M.D. 

528  UNIVAC  BUILDING 
1025  ASHWORTH  ROAD 
WEST  DES  MOINES  50265 
515/225-7107 

Telephone  answered  day  or  night 

AESTHETIC  PLASTIC  SURGERY, 
RECONSTRUCTIVE  PLASTIC  SURGERY, 
SURGERY  OF  THE  HAND, 
MICROVASCULAR  PLASTIC  SURGERY 


SINESIO  MISOL,  M.D. 

1045  FIFTH  STREET 
DES  MOINES  50314 
515/244-7272 

ORTHOPEDIC  SURGERY,  SURGERY  OF 
THE  HAND 


WENDELL  DOWNING,  M.D. 

1212  PLEASANT  STREET,  SUITE  410 
DES  MOINES  50309 
515/283-5767 

DISEASES  AND  SURGERY  OF  THE  COLON 
AND  RECTUM 
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In  the  Public  Interest 


It  Deserves  Recognition 


What  organization  offers  financial  as- 
sistance to  Iowa  medical  students  and 
also  supports  a significant  number  of  educa- 
tional and  scientific  activities  for  practicing 
physicians  and  the  public? 

The  answer  is  the  Iowa  Medical  Foundation, 
a special  component  of  organized  medicine  in 
Iowa  engaged  in  ongoing  activities  which 
makes  it  highly  worthy  of  periodic  recogni- 
tion. Created  in  the  1950's,  the  sole  purpose 
of  the  Iowa  Medical  Foundation  is  helping  Io- 
wans  in  ways  that  have  become  increasingly 
diversified  in  recent  years. 

Helping  Future  Physicians 

The  major  activity  of  the  Iowa  Medical 
Foundation  continues  to  be  the  Dr.  George 
Scanlon  Medical  Student  Loan  Fund,  which 
provides  financial  aid  to  Iowans  training  to  be 
physicians.  This  Foundation  activity  has  taken 
on  more  significance  in  recent  years  due  to 
federal  funding  cutbacks  and  the  increased  cost 
of  medical  education. 

Since  the  program's  inception,  loans  have 
been  made  to  580  Iowa  medical  students.  Those 
loans  total  $1.5  million.  Over  $1  million  of  this 
amount  has  been  loaned  in  the  last  15  years. 

In  the  1987-88  academic  year,  loans  total- 
ing over  $100,000  were  made  to  30  Iowa  stu- 
dents. These  students  came  from  21  different 
Iowa  communities.  For  the  1988-89  academic 
year,  the  Foundation  Board  of  Directors  has 
allocated  $150,000  for  student  loans;  $125,000 
of  this  will  go  to  students  attending  the  Uni- 
versity of  Iowa  College  of  Medicine. 

Foundation  loans  are  available  up  to  $5,000 
per  year  for  junior  and  senior  medical  students 
with  Iowa  ties. 

Beneficial  Projects 

In  addition  to  student  loans,  the  Foun- 
dation is  involved  in  or  supports  a number  of 


programs  and  activities  beneficial  to  medicine 
and  the  health  of  Iowans.  For  many  years,  the 
Foundation  has  been  a key  supporter  of  the 
Hawkeye  Science  Fair  for  junior  and  senior 
high  students  across  Iowa.  The  Foundation  also 
continues  its  involvement  in  the  Iowa  Coali- 
tion for  Comprehensive  School  Flealth  Edu- 
cation, which  sponsors  an  annual  health  ed- 
ucation conference  for  Iowa  educators.  The 
“Healthy  Mothers/Healthy  Babies"  coalition 
in  Iowa  has  also  received  Foundation  support. 

This  past  year,  the  Foundation  helped  un- 
derwrite the  cost  of  video  presentations  re- 
garding child  abuse  and  traumatic  injuries 
caused  by  drug/alcohol  abuse.  The  videos  will 
be  used  to  help  educate  both  physicians  and 
the  public.  The  Foundation  also  helps  support 
the  IMS  Assistance  Program  for  Troubled  Phy- 
sicians. 

Thanks  To  Iowa  Physicians 

The  main  source  of  support  for  the  Foun- 
dation's worthy  activities  is  Iowa's  practicing 
physicians.  Over  the  past  14  years,  the  Foun- 
dation has  received  average  contributions  of 
$28,000  per  year.  Almost  all  of  these  contri- 
butions have  come  from  physicians. 

In  1987,  724  physicians  contributed  $25,340 
to  the  Foundation.  The  money  was  received 
from  the  $35  voluntary  contribution  option 
provided  on  the  Iowa  Medical  Society  dues 
statement. 

The  Iowa  Medical  Foundation  is  an  or- 
ganization of  which  Iowa  physicians  can  be 
proud.  Physicians  who  have  supported  Foun- 
dation activities  through  the  years  deserve  a 
pat  on  the  back  for  a job  well  done.  Without 
their  support,  the  Foundation  would  be  un- 
able to  undertake  so  many  worthwhile  proj- 
ects. 


June  1988 


Iowa  Medicine 
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Daniel  M.  Youngblade 

President's  Privilege 


Two  Vital  Issues 


As  we  all  know,  IMS  activity  in  the  leg- 
islative arena  does  not  end  with  the 
adjournment  of  the  General  Assembly  each 
year. 

In  late  June,  the  IMS  Task  Force  on 
Medical  Liability  and  the  IMS  Committee  on 
Legislation  met  to  begin  forming  new  strat- 
egy for  our  legislative  program  this  fall  and 
map  out  goals  for  the  future.  Now  is  the 
time  for  all  IMS  physicians  to  speak  with 
their  delegates,  councilors  or  other  IMS  lead- 
ers regarding  suggestions  for  legislative 
goals  and  how  those  goals  can  be  obtained. 

Though  the  effort  put  forth  by  physi- 
cians serving  on  the  task  force  and  the  legis- 
lative committee  is  vital,  it  will  not  stand 
alone.  I would  like  to  remind  physicians 
across  Iowa  of  the  importance  of  local  legis- 
lative activity.  I strongly  urge  physicians  to 
begin  “at  home"  contacts  with  legislators. 
Get  to  know  your  legislator.  Begin  building 
an  atmosphere  of  confidence  and  support 
which  is  conducive  to  a meaningful  discus- 
sion of  the  issues. 

Remember,  as  a physician  you  have 
daily  contact  with  many  patients  in  your  of- 
fice and  the  hospital.  Each  one  of  these  con- 
tacts is  an  opportunity  to  discuss  adverse 
changes  in  delivery  of  health  care  — 
changes  such  as  the  liability  crisis  and  third 
party  intrusion  in  the  physician/patient  rela- 
tionship. These  daily  contacts  can  be  an  im- 
portant component  in  our  legislative  efforts. 

Legislative  considerations  aside,  there  is 
another  issue  on  the  horizon  which  may  put 


organized  medicine  to  a test.  The  Harvard 
Relative  Value  Scale,  which  could  become 
the  basis  for  the  way  Medicare  pays  physi- 
cians, is  scheduled  to  be  released  soon. 
Some  AM  A officials  are  warning  the  RVS 
could  have  a splintering  effect  on  organized 
medicine  as  some  specialties  try  to  protect 
themselves  by  striking  out  on  their  own. 

Dr.  James  Davis,  president-elect  of  the 
AMA,  says  there  must  be  a united  effort  to 
represent  all  the  interests  of  medicine  to 
Congress.  “Washington  is  all  too  willing  to 
drive  wedges  between  one  physician  group 
and  another,  especially  if  we  provide  the 
wedges  and  create  the  cracks  where  those 
wedges  can  be  inserted,"  he  comments. 

Dr.  Davis  cautions  all  physicians  to  be 
aware  of  and  resist  the  trend  toward  dis- 
unity because  of  the  harm  it  can  do  to  our 
profession  and  the  quality  of  health  care  in 
America.  I urge  all  my  colleagues  to  heed 
his  advice. 


President 
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One  Number 

David  E.  Abisror,  M.D.  • Anil  K.  Agarwal,  M.D.  • Robert  J.  Anderson,  M.D.  • R.  V.  Andrews,  M.D.  • Vito  A. 
Angelillo,  M.D.  • Dean  F.  Arkfeld,  M.D.  • Eugene  J.  Barone,  M.D.  • Richard  G.  Belatti  Jr.,  M.D.  • Donald  R. 
Bennett,  M.D.  • Chhanda  Bewtra,  M.D.  • Martin  H.  Bierman,  M.D.  • Marvin  J.  Bittner,  M.D.  • Joel  N.  Bleicher, 
M.D.  • Patrick  J.  Bogard,  M.D.  • Richard  W.  Booth,  M.D.  • Patrick  W.  Bowman,  M.D.  • Alfred  W.  Brody,  M.D.  • 
Patrick  E.  Brookhouser,  M.D.  • John  H.  Brush,  M.D.  • Walter  A.  Brzezinski,  M.D.  • Steven  S.  Butt,  M.D.  • Clayton 
J.  Campbell,  M.D.  • James T.  Cassidy,  M.D.  • Methven  D.  Cathro,  M.D.  • Mieczyslaw  M.  Cegielski,  M.D.  • David 
H.  Chait,  M.D.  • Steven  A.  Chartrand,  M.D.  • Mark  D.  Christensen,  M.D.  • Terrence  F.  Ciurej,  M.D.  • George  O. 
Clifford,  M.D.  • John  F.  Connolly,  M.D.  • P.  James  Connor,  M.D.  • Kevin  P.  Corley,  M.D.  • Roberts.  Cox  Jr.,  M.D.  • 
Carl  H.  Dahl,  M.D.  • James  W.  Daly,  M.D.  • Helen-Sinh  T.  B.  Dang,  M.D.  • H.  Jeoffrey  Deeths,  M.D.  • Peter  R. 
DeMarco,  M.D.  • Tom  R.  DeMeester,  M.D.  • Euclid  R.  J.  DeSouza,  M.B.B.S.  • Meera  N.  Dewan,  M.D.  • Naresh  A. 
Dewan,  M.D.  • Mark  J.  Diercks,  M.D.  • Carol  A.  Drake,  M.D.  • David  L.  Dworzack,  M.D.  • John  F.  Edland,  M.D.  • 
John  J.  Edney,  M.D.  • Dennis  J.  Esterbrooks,  M.D.  • Robert  J.  Fagnant,  M.D.  • Robert  G.  Faier,  M.D.  • Rose  F. 
Faithe,  M.D.  • James  J.  Faylor,  M.D.  • Richard  J.  Feldhaus,  M.D.  • John  J.  Ferry,  M.D.  • Robert  J.  Fitzgibbons  Jr., 
M .D.  • Robert  J.  Fitzgibbons  Sr.,  M.D.  • Timothy  C.  Fitzgibbons,  M.D.  • William  P.  Fitzgibbons,  M.D.  • Francis  M. 
Fitzmaurice,  M.D.  • Thomas  S.  Forrest,  M.D.  • Mathis  P.  Frick,  M.D.  • Alan  H.  Fruin,  M.D.  • Ramon  M.  Fusaro, 
M.D.  • Ray  D.  Gaines,  M.D.  • J.  Christopher  Gallagher,  M.D.  • Robyn  Gembol,  M.D.  • Dipti  Ghoshal,  M.D.  • Ellen 
E.  Golden,  M.D.  • Paul  D.  Goodrich,  M.D.  • John  L.  Gordon,  M.D.  • Peter  M.  Gordon,  M.D.  • R.  Michael  Gross, 
M.D.  • Michael  L.  Grush,  M.D.  • Jud  W.  Gurney,  M.D.  • Michael  J.  Haller,  M.D.  • Michael  D.  Hammeke,  M.D.  • 
Thomas  T.  Hee,  M.D.  • John  J.  Heieck,  M.D.  • Mary  H.  Heintz,  M.D.  • Jerrad  J.  Hertzler,  M.D.  • Washington  C. 
Hill,  M.D.  • Bruce  A.  Holcomb,  M.D.  • Joseph  M.  Holthaus,  M.D.  • Pum-Hi  Hong,  M.D.  • Russell  J.  Hopp,  D.O.  • 
Michael  J.  Horn,  M.D.  • Edward  A.  Horowitz,  M.D.  • Mark  B.  Horton,  M.D.  • Robert  M.  Howell,  M.D.  • William  J. 
Hunter,  M.D.  • John  A.  Hurley,  M.D.  • Harry  J.  Jenkins,  M.D.  • James  F.  Johnson,  M.D.  • O.  Kenneth  Johnson, 
M.D.  • Paul  S.  Johnson,  M.D.  • Warren  T.  Kable,  M.D  - David  A.  Katz,  M.D.  • J.  Whitney  Kelley,  M.D.  • Charles  M. 
Kelly,  M.D.  • Jay  G.  Kenik,  M.D.  • Jai  K.  Koh,  M.D.  • Bernard  L.  Kratochvil,  M.D.  • Harold  J.  Kuehn,  M.D.  • Sandra 
J.  Landmark,  M.D.  • Clayton  A.  Lang,  M.D.  • Stephen  J.  Lanspa,  M.D.  • Mary  B.  Laya,  M.D.  • Arnold  W.  Lempka, 
M.D.  • Gernon  A.  Longo,  M.D.  • Robert  J.  Luby,  M.D.  • Henry  T.  Lynch,  M.D.  • Joseph  D.  Lynch,  M.D.  • James  A. 
Mailliard,  M.D.  • James  L.  Manion,  M.D.  • George  D.  Maragos,  M.D.  • M.  Frederick  Marsh,  M.D.  • John  J. 
McCarthy,  M.D.  • John  O.  McCarthy,  M.D.  • George  A.  McClellan,  M.D.  • James  E.  McGill,  M.D.  • Matilda  S. 
Mclntire,  M.D.  • Patrick  J.  McKenna,  M.D.  • John  F.  McLeay,  M.D.  • Satish  K.  Mediratta,  M.D.  • Samuel  H.  Mehr, 
M.D.  • Syed  M.  Mohiuddin,  M.D.  • Gilles  R.  G.  Monif,  M.D.  • Iris  J.  Moore,  M.D.  • Aryan  N.  Mooss,  M.D.  • Michael 
J.  Morrison,  M.D.  • Kirk  B.  Muffly,  M.D.  • Patrick  Mulligan,  D.D.S.  • Richard  P.  Murphy,  M.D.  • Kevin  D.  Nohner, 
M.D.  • Walter  J.  O’Donohue  Jr.,  M.D.  • James  P.  O’Hara,  M.D.  • James  V.  Ortman,  M.D.  • Donald  J.  Pavelka, 
M.D.  • Dwaine  J.  Peetz  Jr.,  M.D.  • Fred  J.  Pettid,  M.D.  • Howard  F.  Poepsel,  M.D.  • Jeffrey  C.  Popp,  M.D.  • 
Thomas  J.  Poulton,  M.D.  • Laurel  C.  Preheim,  M.D.  • Ira  A.  Priluck,  M.D.  • Thomas  S.  Pruse,  M.D.  • Mary  P. 
Pugsley,  M.D.  • Robert  R.  Recker,  M.D  • Marc  S.  Rendell,  M.D.  • Allan  M.  Rubin,  M.D.  • Vincent  Runco,  M.D.  • 
Charles  T.  Rush,  M.D.  • Jose  A.  Saporta,  M.D.  • Mary  A.  Schermann,  M.D.  • Edward  M.  Schima,  M.D.  • William 
J.  Schlueter,  M.D.  • Judith  S.  Schreiman,  M.D.  • Richard  D.  Schultz,  M.D.  • Michael  H.  Sketch,  M.D.  • Patrick  A. 
Smith,  M.D.  • Thomas  C.  Smyrk,  M.D.  • Gamini  Soori,  M.D.  • Janet  S.  Soori,  M.D.  • James  F.  Stanosheck,  M.D. 

• Andrea  J.  Steenson,  M.D.  • Paul  E.  Steffes,  M.D.  • Robert  E.  Steg,  M.D.  • Brent  V.  Stromberg,  M.D.  • Jeffrey 
T.  Sugimoto,  M.D.  • Charles  Taylon,  M.D.  • Alan  G.Thorson,  M.D.  • Robert  G.  Townley,  M.D.  • Louis  F.  Tribulato, 
M.D.  • Robert  N.  Troia,  M.D.  • Sebastian  J.  Troia,  M.D.  • Chang-Yong  Tsao,  M.D.  • John  A.  Ursick,  M.D.  • 
Donald  M.  Uzendoski,  M.D.  • Jalleh  Vafai,  M.D.  • Kathleen  E.  Wilken,  M.D.  • Michael  D.  Wilmont,  M.D. 

• Mark  P.  Woodruff,  M.D.  • Jack  R.  Zastera,  M.D.  • Ziad  L.  Zawaideh,  M.D.  • Cecile  M.  Zielinski,  M.D. 


1-800-228RSVP 

One  number  puts  you  in  touch  with  over  180  physicians  in  75 
specialty  areas  — 24  hours  a day. 

RSVP  gives  you  a direct  line  to  the  Creighton  University /Saint 
Joseph  Hospital  medical  faculty  for  discussion  of  patients  and  patient 
related  problems,  from  emergencies  to  long  term  treatment  protocols. 

RSVP  also  provides  special  follow-up  services  to  Jl£^\ 

any  of your  patients  referred  to  Saint  Joseph  Hospital  I W)  if  m\// 1 

For  more  information,  call  our  toll  free  number,  I fj  I ^ 

1-800-228-RSVP,  and  ask  for  the  RSVP  Coordinator,  w wr 

Regional  System  for  Visiting  Physicians 


Presidents'  Messages 


DENNIS  J.  WALTER,  M.D. 

Des  Moines,  Iowa 

DANIEL  M.  YOUNGBLADE,  M.D. 
Sioux  City,  Iowa 


In  remarks  to  the  1988  IMS  House  of 
Delegates , retiring  IMS  President 
Dennis  J.  Walter,  M.D. , discussed  the 
philosophy  by  which  he  lives  and 
practices  medicine.  Incoming  presi- 
dent Daniel  M.  Youngblade,  M.D. 
spoke  of  medicine  changing  so  rapidly 
physicians  could  easily  lose  sight  of 
the  reasons  they  chose  to  become 
physicians. 


With  Love 

I'm  told  the  president's  address  should  be 
an  accounting  of  my  stewardship  — a 
summing  up  of  what  I've  done  the  past 
year.  I did  that,  and  what  I ended  up  with 
was  a very  short  list.  I do  have  something 
else  I'd  like  to  say. 

We'll  talk  about  the  heavy  subjects  this 
afternoon.  Right  now,  I want  you  to  relax 
and  think  about  other  things. 

Doctors  have  a special  calling,  a mission 
to  be  helpers  and  healers,  to  be  with  pa- 
tients in  their  happiness  and  stand  with 
them  in  sorrow. 

Our  mission  is  not  to  see  how  much 


money  we  can  make,  and  our  worth  is  not  a 
dollar  figure  on  a financial  statement. 

What's  the  rush,  the  hurry  to  get  from 
here  to  there?  I'd  like  to  share  an  article  with 
you,  one  I've  quoted  from  before.  It's  called 
"The  Station"  by  Robert  J.  Hastings. 

Tucked  away  in  our  subconscious  minds 
is  an  idyllic  vision.  We  see  ourselves  on 
a long,  long  trip  that  almost  spans  the 
continent. 

We're  traveling  by  passenger  train  and  out 
the  windows  we  drink  in  the  passing  scene 
of  cars  on  nearby  highways,  of  children 
waving  at  a crossing,  cattle  grazing  on  a 
distant  hillside,  of  smoke  pouring  from  a 
power  plant,  of  row  upon  row  of  corn  and 
wheat,  of  flatlands  and  valleys,  of  moun- 
tains and  rolling  hillsides,  of  city  skylines 
and  village  halls,  of  biting  winter  and 
blazing  summer  and  cavorting  spring  and 
docile  fall. 

But  uppermost  in  our  minds  is  the  final 
destination.  On  a certain  day  at  a certain 
hour  we  will  pull  into  the  station.  There 
will  be  bands  playing  and  flags  flying.  And 
once  we  get  there  so  many  wonderful 
dreams  will  come  true. 

So  many  wishes  will  be  fulfilled  and  so 
many  pieces  of  our  lives  finally  will  come 
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neatly  together  like  a completed  jigsaw 
puzzle.  How  restlessly  we  pace  the  aisles, 
damning  the  minutes  for  loitering  . . . 
waiting  for  the  station. 

But,  sooner  or  later  we  must  realize  there 
is  no  one  station,  no  one  place  to  arrive 
at  once  and  for  all.  The  true  joy  of  life  is 
the  trip.  The  station  is  only  a dream.  It 
constantly  outdistances  us. 

"When  we  reach  the  station,  that  will  be 
it!"  we  say.  Translated,  it  means,  "When 
I'm  18,  that  will  be  it!  When  I buy  a new 
450  SL  Mercedes-Benz,  that  will  be  it! 
When  I put  the  last  kid  through  college, 
that  will  be  it!" 

"When  I have  paid  off  the  mortgage,  when 
I win  a promotion,  when  I reach  the  age 
of  retirement,  that  will  be  it!  I'll  live  hap- 
pily forever  after!" 

Unfortunately,  once  we  get  "it",  then  "it" 
disappears.  The  station  somehow  hides 
itself  at  the  end  of  an  endless  track. 


Rekindling  an  Image 


Those  of  you  who  were  unable  to  attend 
the  Scientific  Session  this  year  missed  an 
extremely  interesting,  informative  and 
superb  program.  The  session  touched  on  a 
number  of  the  issues  we  face  in  medicine 
today.  You  only  have  to  look  at  your 
Scientific  Session  program  to  grasp  the 
rapidly  changing  nature  of  medical  practice 
today. 

As  the  program  demonstrates,  we  are 
seeing  high  tech  activity  in  laboratory 
medicine,  actuated  and  microchemical 
instrumentation,  satellite  microscopy, 
genetic  screening  and  genetic  manipulation 
by  chemical  and  mechanical  means, 
magnetic  resonance  imaging  and  lasers,  just 
to  touch  on  a few.  In  short,  it's  easy  to  see 
that  the  practice  of  medicine  is  changing 
drastically. 

Add  to  these  advances  all  the  issues  we 
dealt  with  in  this  year's  reference 
committees  — the  intrusion  of  third  party 


"Relish  the  moment"  is  a good  motto.  It 
isn't  the  burdens  of  today  that  drive  us 
crazy.  Rather  it  is  regret  over  yesterday  or 
fear  of  tomorrow.  Regret  and  fear  are  twin 
thieves  who  would  rob  us  of  today. 

So,  stop  pacing  the  aisles  and  counting 
the  miles.  Instead,  climb  more  mountains, 
eat  more  ice  cream,  go  barefoot  oftener, 
swim  more  rivers,  fish  more  often,  watch 
more  sunsets,  sing  more  songs,  laugh 
more  and  cry  less.  Life  must  be  lived  as 
we  go  along. 

The  station  will  come  soon  enough. 

Well,  I've  given  you  the  whole  thing, 
and  what  I think  is  a good  way  of  looking  at 
life. 

So  you  don't  have  a summing  up  of  my 
stewardship,  but  I'd  rather  have  you 
remember  these  ideas  that  I believe  in  and 
that  will,  in  the  long  run,  be  what  we  are 
about  as  doctors  and  as  human  beings. 

Thanks  for  letting  me  be  your  president. 


payors,  government  agencies,  regulatory 
bodies,  etc.  This  only  tells  us  once  again  that 
changes  are  happening  continuously  and 
probably  more  rapidly  than  any  of  us  ever 
envisioned  when  we  entered  the  practice  of 
medicine. 

In  the  midst  of  all  this,  I hope  we  don't 
forget  some  of  the  most  important  things 
that  relate  to  the  practice  of  medicine.  I hope 
that  all  of  us  remember  that  the  people  of 
Iowa  want  and  need  physicians  at  all  levels 
who  still  care  and  have  personal  concern  for 
their  individual  patients.  We  have  to  find 
ways  to  rekindle  and  improve  that  image  the 
public  once  knew  and  felt  toward  their 
doctors. 

Take  those  extra  moments.  Show  a 
genuine,  caring  way.  Give  a compassionate 
response  to  all  of  your  patients.  Establish  or 
reestablish  that  faith,  trust  and  love  all  of 
our  patients  want  and  expect  from  their 
physicians. 
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Would  You  Like  To  See 
One  of  YOUR  Photos 
In  IOWA  MEDICINE? 


The  editors  are  officially  on  the  lookout  for  photos  taken  by  IMS  member  physicians 
for  possible  publication  in  IOWA  MEDICINE.  The  photos  will  be  used  at  the  editors’  dis- 
cretion, with  the  best  of  the  lot  considered  for  publication  on  the  cover  of  the  magazine. 
Naturally,  all  physicians  whose  photos  are  used  in  IOWA  MEDICINE  will  be  given  full  editorial 
credit. 

Photo  subjects  might  include  but  are  not  limited  to  scenery,  exotic  places,  interesting 
people  and  events  or  the  world  of  medicine.  Since  the  photos  will  be  reproduced  in  black 
and  white,  black  and  white  photos  are  the  best.  However,  color  is  also  acceptable  if  the 
contrast  is  good. 


Simply  send  us  any  8x10  photo  (PLEASE  include  the  neg- 
ative) you  think  our  readers  might  enjoy.  Don’t  forget  to  include 
your  name  and  a description  of  where  and  when  the  photo  was 
taken.  Feel  free  to  submit  more  than  one  photo  if  you  wish.  The 
Publications  Committee  will  judge  the  photos  according  to  reader 
appeal,  content  or  artistic/aesthetic  value.  You  will  be  notified  if 
your  photo  is  chosen  for  publication.  Photos  and  negatives  will 
be  returned  on  request. 

Send  Your  Photos  To: 

IOWA  MEDICINE  Photo  Opportunity 
Iowa  Medical  Society 
1001  Grand  Avenue 
West  Des  Moines,  Iowa  50265 


Good  photographs  are  meant  to  be  shared.  We’re  looking  forward  to  seeing  yours! 
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1988  House  Sets 
Policy  on  Key  Issues 


Medicare  reimbursement , AIDS  and 
unified  membership  were  among  key 
issues  receiving  attention  when  physi- 
cians representing  county  medical  so- 
cieties across  Iowa  attended  the  1 988 
House  of  Delegates  April  23-24.  Fol- 
lowing is  a summary  of  the  House 
sessions  and  actions. 


The  1988  annual  meeting  of  the  Iowa  Med- 
ical Society  House  of  Delegates  was  held 
April  23-24  in  Des  Moines.  Sessions  of  the 
House  were  chaired  by  William  Rosenfeld, 
M.D.,  Speaker.  Open  hearings  were  con- 
ducted by  3 reference  committees  on  April 
23.  The  Annual  Banquet  occurred  April  23 
and  was  chaired  by  President  Dennis  Wal- 
ter, M.D. 

At  the  banquet,  Arthur  Downing,  M.D., 
received  the  1988  IMS  Merit  Award.  Dr. 
Downing,  a retired  Des  Moines  ophthalmol- 
ogist, received  the  award  in  recognition  of 
his  outstanding  contribution  to  the  IMS  and 
the  medical  profession. 

April  23  Session 

Registered  for  the  April  23  session  of 
the  House  were  178  delegates  and  6 ex  offi- 
cio members.  Minutes  of  the  April  5,  1987 
Annual  Meeting  session  were  approved  as 
summarized  in  the  July,  1987  issue  of  iowa 
MEDICINE. 

Reports  contained  in  the  1988  Handbook 
for  the  House  of  Delegates  were  approved 


with  one  exception.  The  report  of  the  IMS 
Committee  on  Articles  of  Incorporation  and 
Bylaws  was  referred  to  the  Reference  Com- 
mittee on  Reports  of  Officers  and  Articles  of 
Incorporation  and  Bylaws. 

Supplemental  Reports 

The  following  reports  were  made  to  the 
1988  House  of  Delegates: 

Board  of  Trustees,  by  Donald  Rodawig, 
M.D.,  chairman.  Included  was  an  audio/ 
video  presentation  on  'Medicare  Partners,' 
the  Society's  new  voluntary  Medicare  assign- 
ment program. 

Judicial  Council,  by  Robert  Kent,  M.D., 
chairman.  Membership  recruitment  and  re- 
tention was  discussed. 

Necrology,  by  Robert  Kent,  M.D.,  chair- 
man, Judicial  Council. 

Nominating  Committee,  by  Lawrence 
Goodman,  M.D.,  chairman.  The  1988  officer 
slate  was  read,  with  no  further  nominations 
from  the  floor. 

Committee  on  Legislation,  by  Clarence 
Denser,  Jr.,  M.D.,  chairman.  The  history  of 
IMS  efforts  at  liability  reform  was  outlined. 
Possible  legislation  on  mandatory  Medicare 
assignment  for  Iowa  physicians  was  dis- 
cussed. 

Iowa  Medical  Political  Action  Commit- 
tee (IMPAC),  by  Jackson  VerSteeg,  M.D., 
chairman. 

Committee  on  Emergency  Medical  Serv- 
ices, by  Michael  Abrams,  M.D.,  chairman. 
Delegates  viewed  an  audio/visual  presenta- 
tion produced  by  the  EMS  committee  on  the 
dangers  of  chemically-induced  trauma. 
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Iowa  Medical  Foundation,  by  Donald 
Rodawig,  M.D.,  president.  Foundation 
Board  of  Directors. 

Iowa  Physicians  Mutual  Insurance 
Trust  (IPMIT),  by  Dennis  Walter,  M.D., 
chairman,  IPMIT  Board  of  Directors.  An 
overview  of  IPMIT' s progress,  organizational 
developments  and  financial  status  was  pre- 
sented. 

Blue  Shield,  by  Clarkson  Kelly,  Jr., 
M.D.,  chairman.  Blue  Shield  Board  of  Direc- 
tors. 

Iowa  Foundation  for  Medical  Care,  by 

Richard  Perry,  M.D.,  president,  IFMC. 

AMA  Activities,  by  John  Anderson, 
M.D.,  AMA  Delegate. 

Two  checks  totaling  $16,189  from  the 
AMA-Educational  and  Research  Foundation 
were  presented  by  Dr.  Rodawig,  chairman, 
IMS  Board  of  Trustees,  to  the  University  of 
Iowa  College  of  Medicine.  One  check  was 
earmarked  for  an  unrestricted  grant;  the 
other  for  medical  student  assistance.  John 
Eckstein,  M.D.,  Dean,  U.  of  I.  College  of 
Medicine,  accepted  the  checks  on  behalf  of 
the  University. 

Outgoing  IMS  President  Dennis  Walter, 
M.D.,  addressed  the  House.  His  remarks  are 
printed  elsewhere  in  this  issue. 

Twenty-one  resolutions  were  formally 
introduced  and  referred  to  reference  commit- 
tees. Actions  taken  on  these  resolutions  are 
reported  subsequently. 

Life  Members 

The  following  physicians  were  elected  to 
Life  Membership  in  the  Iowa  Medical  Soci- 
ety: 

Clarence  J.  Mikelson,  M.D.,  and  Her- 
bert Shulman,  M.D.,  Waterloo;  David  C. 
Carver,  M.D.,  Rockwell  City;  Harry  G.  Mar- 
inos, M.D.  and  Rodger  B.  Smith,  M.D., 
Mason  City;  Marcus  B.  Emmons,  M.D., 
Clinton;  Wayne  R.  Lee,  M.D.,  Burlington; 
Robert  L.  Barton,  M.D.,  Dubuque;  Elvin  D. 
Thompson,  M.D.,  Jefferson;  Johann  L. 
Ehrenhaft,  M.D.,  Iowa  City;  Frank  S.  Lar- 
sen, M.D.,  Pequot  Lakes,  Minnesota;  Walter 
M.  Block,  M.D.,  and  Cecilia  M.  Kurtz, 
M.D.,  Cedar  Rapids;  Otis  D.  Wolfe,  M.D., 
Marshalltown;  Keith  E.  Wilcox,  M.D.,  Mus- 
catine; Daniel  F.  Crowley,  Jr.,  M.D.,  Ru- 
dolph H.  Duewall,  M.D.,  Daniel  A.  Glom- 


set,  M.D.,  Parker  K.  Hughes,  M.D., 
Frederick  S.  Katzmann,  M.D.,  Leo  R.  Pearl- 
man,  M.D.  and  Tom  D.  Throckmorton, 
M.D.,  Des  Moines;  William  O.  Griffith, 
M.D.  and  F.  Dale  Wilson,  M.D.,  Daven- 
port; Leroy  J.  Ayers,  M.D.,  Donald  B. 
Blume,  M.D.,  William  P.  Davey,  M.D.  and 
Milton  D.  Grossman,  M.D.,  Sioux  City. 

Fifty  physicians  were  accorded  Associate 
Membership  in  the  Iowa  Medical  Society. 

The  speaker  presented  information  on 
the  reference  committee  hearings,  balloting 
procedures  and  the  concluding  session  of 
the  House. 

April  24  Session 

Registered  for  the  April  24  session  of 
the  House  were  171  delegates  and  6 ex  offi- 
cio members.  Minutes  of  the  April  23  ses- 
sion were  read  and  approved. 

Mrs.  Joan  LeValley,  immediate  past 
president,  IMS  Auxiliary,  addressed  the  del- 
egates concerning  several  special  Auxiliary 
projects  during  her  presidency.  Mrs.  Alice 
Edwards,  chairman  of  the  AMA  Auxiliary 
Health  Projects  Committee,  also  addressed 
the  House. 

James  Davis,  M.D.,  president-elect  of 
the  AMA,  spoke  to  the  delegates  on  the 
benefits  of  unified  membership  and  other  is- 
sues of  concern  to  organized  medicine. 

The  following  physicians  were  an- 
nounced as  having  been  elected  or  reelected 
to  the  positions  noted: 

President-Elect:  Donald  Rodawig, 

M.D.,  Spirit  Lake. 

Vice  President:  James  White,  M.D.,  Du- 
buque. 

Speaker  of  the  House:  William  C. 
Rosenfeld,  M.D.,  Mason  City. 

Vice  Speaker  of  the  House:  Donald 
Kahle,  M.D.,  Dubuque. 

Trustee:  William  Eversmann,  Jr.,  M.D., 
Cedar  Rapids. 

AMA  Delegates:  John  Rhodes,  M.D., 
Pocahontas;  Clarence  Denser,  Jr.,  M.D.,  Des 
Moines  and  Donald  Young,  M.D.,  Des 
Moines. 

AMA  Alternate  Delegates:  Lawrence 
Goodman,  M.D.,  Marshalltown  and  Eugene 
Johnson,  M.D.,  Davenport. 

Seven  IMS  district  councilors  were  af- 
firmed during  annual  elections: 

(Please  turn  to  page  310) 
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District  III  — Harold  Miller,  M.D.,  Dav- 
enport. 

District  VI  — Steven  Erickson,  M.D., 

Cedar  Falls. 

District  X — James  Black,  M.D.,  Mar- 
shalltown. 

District  XI  — Thomas  Graham,  M.D., 

Cedar  Falls. 

District  XIII  — John  Fernandez,  M.D., 

Council  Bluffs. 

District  XIV  — Donald  Soil,  M.D,  Deni- 
son. 

District  XVI  — Robert  Boldus,  M.D, 

Sioux  Falls. 

The  speaker  complimented  the  reference 
committees.  Following  adjournment  of  the 


'Reference  Committee  on  Re- 
ports of  Officers  and  Articles  of 
Incorporation  and  Bylaws  — 
jerry  Jochims,  M.D. , Burlington; 
Kelly  Ross , M.D.,  Osage;  James 
Brown , M.D.,  Iowa  City;  Pablo 
Red  nos,  M.D. , Mason  City  and 
Charles  Dagle , M.D. , Fort 
Dodge.' 


House  of  Delegates,  Daniel  M.  Youngblade, 
M.D.  was  installed  as  president  of  the  IMS 
for  the  coming  year  and  addressed  the 
House  briefly.  His  inaugural  comments  are 
published  elsewhere  in  this  issue.  Organiza- 
tional meetings  of  the  Board  of  Trustees  and 
Judicial  Council  occurred  immediately  fol- 
lowing the  installation. 

Highlights  and  actions  of  the  Reference 
Committee  reports  are  summarized  as  fol- 
lows: 

House  Action:  Commended  IMS  offi- 
cials for  their  efforts  in  the  1987/88  Unified 
Membership  Educational  Campaign. 

House  Action:  Directed  the  IMS  Board 
of  Trustees  and  Judicial  Council  to  give  con- 
tinuing consideration  to  issues  related  to 
Unified  Membership,  including  ongoing  ed- 
ucation. 

House  Action:  Amended  Sections  I and 
IV  of  Chapter  II,  IMS  Bylaws,  to  change  the 
membership  category  of  "Associate"  mem- 
ber to  "Emeritus"  member. 


House  Action:  Directed  IMS  officials  to 
ask  the  AMA  to  change  its  policy  regarding 
specialty  journals  to  a policy  where  all  phy- 
sicians receive  2 journals,  all  physicians  pay 
for  a second  journal  or  that  the  AMA  assess 
the  need  for  its  publication  of  specialty  jour- 
nals. 

House  Action:  Commended  the  IMS 
Board  of  Trustees  for  its  efforts  in  maintain- 
ing a financially  strong  organization  and  in 
overseeing  the  broad  range  of  IMS  activities 
and  programs. 

House  Action:  Decided  IMS  dues  for 
1989  are  to  remain  at  $350. 

House  Action:  Asked  that  the  IMS  send 
a letter  to  Otis  Bowen,  M.D.,  secretary.  De- 
partment of  Health  and  Human  Services  and 
to  the  Iowa  Congressional  Delegation  re- 
questing HCFA  to  develop  a complete  list  of 
all  Medicare  services  determined  to  be  medi- 
cally unnecessary  and  to  take  appropriate 
steps  to  distribute  the  list  to  practicing  phy- 
sicians. 

House  Action:  Directed  the  IMS  to  ask 
the  AMA  to  assist  in  obtaining  a complete 
listing  of  services  determined  to  be  medically 
unnecessary  from  HCFA.  The  IMS  is  also  to 
support  a moratorium  by  Medicare  on  medi- 
cal necessity  determinations  for  reimburse- 
ment until  appropriate  mechanisms  are  de- 
fined for  additional  data  collection  from 


'Reference  Committee  on  Legis- 
lation and  Miscellaneous  Busi- 
ness — John  Fernandez,  M.D. , 
Council  Bluffs;  Thomas  Gary, 
M.D. , Cherokee;  Charles  Helms, 
M.D. , Iowa  City;  Eugene  Kerns, 
M.D. , Davenport  and  Albert 
Kollasch , M.D. , Belmond. 


physicians  when  questions  of  medical  neces- 
sity arise  and  until  proper  review  and  appeal 
processes  are  in  place. 

House  Action:  Called  for  the  IMS  to  en- 
courage Blue  Shield,  as  fiscal  intermediary 
under  Medicare,  to  hold  workshops  to  assist 
physicians  and  their  billing  staff  in  under- 
standing which  physician  services  may  be 
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deemed  to  be  medically  unnecessary  under 
Medicare. 

House  Action:  Directed  the  IMS  to 
closely  monitor  development  of  a resource 
based  Relative  Value  Scale  for  reimburse- 
ment of  Medicare  services  and  where  appro- 
priate work  with  the  AMA  and  other  groups 
to  ensure  reimbursement  for  services  pro- 
vided by  Iowa  physicians  are  equitable  in 
comparison  with  services  provided  by  other 
physicians  in  the  United  States. 

House  Action:  Directed  the  IMS  Com- 
mittee on  Medical  Service  to  examine  data 
regarding  the  differences  in  fees  between 
Iowa  physicians  and  other  physicians  across 
the  United  States  and  investigate  ways  to 
educate  the  public  regarding  these  discrep- 
ancies. 

House  Action:  Called  for  the  IMS  to  en- 
courage all  physicians  — whether  IMS  mem- 
bers or  not  — to  participate  in  and  support 
"Medicare  Partners." 

House  Action:  Asked  the  IMS  to  use 
"Medicare  Partners"  as  a vehicle  to  educate 
the  public  that  many  Iowa  physicians  accept 
Medicare  assignment  on  a case-by-case  basis 
and  that  these  physicians  may  be  willing  to 
accept  assignment  when  requested  by  a 
Medicare  beneficiary  whether  or  not  the  pa- 
tient is  enrolled  in  "Medicare  Partners." 

House  Action:  Directed  the  IMS  Board 
of  Trustees  and,  if  appropriate,  the  Commit- 
tee on  Medical  Service  to  continue  to  moni- 
tor the  activities  and  communications  of  the 
IFMC  to  ensure  that  concerns  of  Iowa  physi- 
cians are  addressed. 

House  Action:  Asked  the  IMS  to  en- 
courage the  IFMC  to  investigate  additional 
methods  to  enhance  communications  be- 
tween reviewing  physicians  and  attending 
physicians  and  to  include  these  findings  in 
the  Foundation's  annual  report  to  the  House 
of  Delegates. 

House  Action:  Asked  the  IMS  Commit- 
tee on  Delivery  of  Health  Services  to  con- 
tinue monitoring  the  medical  manpower  is- 
sue. 

House  Action:  Directed  IMS  support  for 
mandatory  licensure  of  hospice  programs  in 
Iowa. 

House  Action:  Referred  to  the  IMS 
Committee  on  AIDS  a resolution  asking  the 
IMS  support  development  of  compulsory 
AIDS  testing  programs,  necessary  methodol- 


ogy for  which  groups  should  be  tested  and 
information  which  should  be  available  for 
public  health  reasons. 

House  Action:  Referred  to  the  IMS 
Committee  on  AIDS  resolutions  calling  for 
IMS  support  for  the  following  positions  1) 
permission  from  patients  not  be  required  to 
test  for  AIDS  2)  ITIV  antibody  positive  pa- 
tients should  be  reported  to  the  Department 


'Reference  Committee  on  Medi- 
cal Service  — Albert  Coates , 
M.D.,  Cedar  Rapids;  Edward 
Hannon , M.D.,  Dubuque;  Brad 
Lair , Coralville;  Leo  Milleman, 
M.D.,  Ames  and  Ronald 
Zoutendam , M.D.,  Sheldon / 


of  Public  Health  and  3)  follow  up  contact 
should  be  made  with  all  HIV  antibody  posi- 
tive patients. 

House  Action:  Approved  IMS  endorse- 
ment of  the  Student  Medical  Society's  AIDS 
education  project. 

House  Action:  Directed  the  IMS  to  sup- 
port legislation  prohibiting  the  use  of  ATV's 
by  children  under  age  16. 

House  Action:  Directed  the  IMS  support 
legislation  to  make  all  public  buildings 
smoke  free. 

House  Action:  Approved  IMS  approval 
of  a position  that  the  current  governance  of 
the  University  of  Iowa  Hospitals  and  Clinics 
by  the  Board  of  Regents  should  be  main- 
tained. 

House  Action:  Approved  IMS  support 
of  appropriate  actions  to  determine  and  miti- 
gate the  deleterious  effects  of  contaminated 
groundwater. 

House  Action:  Asked  the  IMS  to  iden- 
tify the  issue  of  adolescent  impaired  drivers 
as  a growing  and  significant  health  issue. 

House  Action:  Directed  the  IMS  to  take 
a leadership  role  in  assessing  and  planning 
for  decreased  adolescent  morbidity  and  mor- 
tality. 

House  Action:  Asked  the  IMS  to  work 
with  the  AMA  and  appropriate  state  agen- 

(Please  turn  to  page  312) 
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cies  to  develop  an  adolescent  impaired 
driver  prevention  and  intervention  program. 

House  Action:  Asked  the  IMS  and  IMS 
Auxiliary  to  acknowledge  the  magnitude  of 
the  problem  of  adolescent  mortality  and  di- 
rected them  to  confer  with  the  AMA  regard- 
ing development  of  a model  national  adoles- 
cent risk  behavior  conference  which  could  be 
used  in  Iowa. 

House  Action:  Directed  the  IMS  and 
IMS  Auxiliary  to  explore  the  possibility  of 
adding  an  adolescent  risk  behavior  health 
education  module  at  the  Des  Moines  Science 
Center. 

House  Action:  Asked  the  IMS  to  investi- 
gate the  possibility  of  making  alcohol  im- 
paired drivers  in  the  medical  system  a re- 
portable public  health  problem  and  make 
necessary  recommendations  to  the  proper 
authorities. 

House  Action:  Approved  IMS  opposi- 
tion to  legalization  of  Class  'C'  fireworks. 

House  Action:  Went  on  record  in  oppo- 
sition to  any  efforts  to  weaken  the  current 
Iowa  Spencer  Fireworks  Law. 

House  Action:  Directed  IMS  support  for 
incorporating  features  of  the  1982  National 
Fire  Protection  Association  Model  State  Fire- 
works Law  and  the  Uniform  Fire  Code  re- 
garding possession  in  the  Iowa  Law. 

House  Action:  Directed  the  IMS  to  con- 
tinue pressing  for  passage  of  medical  liability 
reform  legislation,  including  limits  on  eco- 
nomic and  noneconomic  damage  awards; 
and  passage  of  medical  liability  reform  legis- 
lation continue  to  be  a matter  of  highest  leg- 
islative priority. 


NOTICE 

A survey  to  determine  readership  of  the 
3 publications  the  IMS  sponsors  — iowa 
medicine,  UPDATE  and  Statehouse 
Update  was  published  in  the  June 
UPDATE.  Please  take  a few  minutes 
to  respond  to  the  Reader  Survey. 
Your  input  is  needed  and  greatly 
appreciated! 


Letter  to  the  Editor 

Occupational  Medicine  Program 

I am  writing  this  letter  in  response  to  an 
April,  1987  article  entitled  "New  Dimensions 
In  Occupational  Medicine"  by  James  A.  Mer- 
chant, M.D.  The  article  detailed  the  impres- 
sive progress  made  at  the  University  of  Iowa 
in  occupational  medicine. 

At  Wooster  Community  Hospital,  we 
are  in  the  process  of  developing  an  occupa- 
tional medicine  program  which  meets  the 
needs  of  local  agricultural  and  manufactur- 
ing industries.  As  part  of  the  development 
process,  I would  like  to  request  any  informa- 
tion available  on  the  programs  and  research 
discussed  in  the  article.  In  addition,  I would 
also  like  the  name(s)  of  anyone  who  could 
be  contacted  directly  for  assistance  and  con- 
sultation. 

I thank  you  for  any  assistance  that  you 
can  provide.  — David  Salsberry,  Marketing 
and  Planning  Manager,  Wooster  Community 
Hospital,  1761  Beall  Avenue,  Wooster,  Ohio 
44691. 


Why  Buy  Equipment  For  Your 
Practice  . . . LEASE  IT  . . . and 
Increase  Your  Profits! 

Bankers  Leasing  Company  can  help  you  real- 
ize more  profits,  through  a specially-planned 
leasing  program  designed  to  fit  your  individual 
practice  needs.  Consider  these  advantages: 

• Leasing  lets  you  retain  cash  in  your  prac- 
tice and  keep  your  working  capital  working 
for  you 

• Lease  payments  are  100%  tax  deductible, 
when  properly  qualified 

• Leased  equipment  eliminates  obsoles- 
cence, allows  you  to  always  work  with  the 
latest  equipment  to  maintain  maximum  effi- 
ciency 

There  are  many  other  advantages  in  a pro- 
fessionally-planned Bankers  Leasing  program. 
Call  or  write  for  more  information. 

Bankers  Leasing  Company 

ATTN.  Jerry  Xanders  or  Dave  Selden 
1113  Locust  Street  • Des  Moines,  Iowa  50308 
Phone:  515/243-3690  or  Iowa  toll-free:  1-800-622-8335 
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Now  available  in  Iowa: 


Hyperbaric  Oxygen  Chamber 

Shortens  recovery  time  and  provides  a cost  savings  for  patients. 

Mercy  Hospital  Medical 
Center  now  offers  a hyperbaric 
oxygen  chamber  that  enables  you 
to  treat  patients  with  slow- 
healing  wounds  in  a fraction  of 
the  time  normally  required.  The 
1,000-pound  chamber  operates  on 
the  principle  that  increased  oxy- 
gen levels  enhance  and  quicken 
the  recovery  of  selected  patients. 

The  4x8  foot  cylinder  can 
be  used  to  treat  patients  who  suf- 
fer from  carbon  monoxide 
poisoning,  smoke  inhalation, 
cyanide  poisoning,  gas  gangrene, 
decompression  sickness,  respira- 
tory airway  blockages  and  will 
enhance  the  recovery  of  slow- 
healing  wounds  by  increasing  the 
amount  of  oxygen  in  the  blood. 

In  addition,  treatment 
ensures  a substantial  cost  savings  to  patients  since  their  recovery  time  is  shorter. 

Hyperbaric  oxygen  therapy  is  offered  as  a referral  and  consultation  service  only. 
While  undergoing  treatments,  patients  remain  under  the  primary  care  of  the  referring 
physician.  Out-of-town  patients  may  be  referred  to  an  appropriate  local  physician  at 
the  discretion  of  the  referring  physician. 

The  unit  is  open  seven  days  a week,  24  hours  a day.  Monitoring  capabilities  exist 
for  critically  ill  patients.  If  patients  require  emergency  transport,  Mercy's  air  ambulance 
service  — Air  Life  — is  available. 

Call  us  to  have  your  patient  evaluated.  Our  toll-free  number  is  1-800-666-3729, 
extension  3290.  We're  here  to  help. 


H 


If /MERCY 


HOSPITAL 

MEDICAL 

CENTER 


Sixth  & University  • Des  Moines,  Iowa  50314 


The  Annual  Meeting  Through 
The  Camera's  Eye 


It's  a weekend  for  renewing  old  friend- 
ships and  making  new  ones,  for  catching 
up  on  the  latest  medical  advances,  for  social- 
izing with  colleagues  from  across  the  state 
and  for  grappling  with  complex  health  care 
issues  one  physician  aptly  called  “the  Heavy 
Stuff." 

The  1988  House  of  Delegates  and  Scien- 
tific Session  was  no  different  from  its  prede- 
cessors in  that  it  required  weeks  of  advance 
preparation  by  IMS  officers,  member  physi- 
cians and  staff.  Without  a lot  of  hard  work 
by  a lot  of  dedicated  people,  a meeting  of 
this  magnitude  cannot  be  a success. 

The  Annual  Meeting  is  the  culmination 
of  IMS  yearly  activities.  It's  the  weekend 
when  many  important  decisions  are  made 
and  the  IMS  agenda  for  the  coming  year  is 
determined.  It's  the  weekend  IMS  staff 
members  learn  about  before  they  are  even 
hired. 

But,  as  any  physician  delegate  will  tell 
you,  the  Annual  Meeting  is  not  just  a week- 
end of  hard  work.  It's  also  interesting  and 
fun.  In  the  crowd  are  the  seasoned  delegates 
with  years  of  service  under  their  belts,  stu- 
dents getting  their  first  taste  of  medical  de- 
mocracy and  a lot  of  people  in  between.  It's 
proof  positive  that  organized  medicine  is 
alive  and  well  in  Iowa. 

The  weekend  officially  began  with  the 
first  Scientific  Session  seminar  at  8:30  a.m. 
Friday,  April  22  and  ended  with  a speech  by 
incoming  IMS  President  Daniel  Youngblade, 
M.D.  following  the  final  House  of  Delegates 
session  early  Sunday  afternoon.  Sandwiched 
in  between  those  2 events  was  plenty  of  ac- 
tivity. 

As  1987-88  IMS  President  Dennis  Wal- 
ter, M.D.  said  in  his  farewell  address,  it  was 


a year  for  critical  issues.  Resolutions  put  be- 
fore the  House  by  county  societies  and 
councilor  districts  across  Iowa  dealt  with 
many  of  the  most  complex  socioeconomic  is- 
sues in  health  care. 

In  true  IMS  tradition,  delegates  also 
considered  a number  of  resolutions  regard- 
ing the  health  and  safety  of  Iowans.  These 
involved  adolescent  substance  abuse, 
groundwater,  all  terrain  vehicles,  "smoke- 
free"  legislation  and  fireworks. 

But,  delegates  took  time  out  to  enjoy 
themselves  at  the  President's  Reception  and 
hospitality  rooms  sponsored  by  county  soci- 
eties and  various  health  care  organizations. 
The  upcoming  presidential  election  was  the 
subject  of  much  discussion  and  not  a little 
humor,  especially  at  Saturday  evening's  an- 
nual banquet.  Guest  speaker  NBC  news  cor- 
respondent Richard  Valeriani  took  an  ex- 
tremely irreverent  look  at  the  Iowa  Caucuses 
and  shared  Washington  gossip  about  the 
election  outcome. 

Prior  to  Sunday  morning's  House  ses- 
sion, one  physician  wondered  what  he  could 
do  to  "really  light  a fire"  under  his  fellow 
delegates  and  make  the  session  a truly  mem- 
orable one.  "Do  you  have  a real  big  'Du- 
kakis For  President'  banner?"  someone 
asked. 

On  the  following  pages,  the  camera  rec- 
ords a few  of  the  moments  — formal  and  in- 
formal — that  typified  the  1988  House  of 
Delegates  and  Scientific  Session. 

Clockwise  from  upper  right:  Outgoing  IMS  President 
Dennis  Walter,  M.D.  (at  right)  with  AMA  President-Elect 
lames  Davis,  M.D.,  guest  at  the  1988  House  of 
Delegates;  delegates  rise  to  applaud  Dr.  Walter's  farewell 
speech  during  Saturday's  House  of  Delegates  session; 

Donald  Rodawig,  M.D.  (at  left),  John  Anderson,  M.D.  and 
Lawrence  Goodman,  M.D.  share  a joke  between 
meetings. 
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OPPOSITE  PACE,  clockwise  from  upper  right:  Dennis 
Walter,  M.D.,  1987-88  IMS  President  (at  right),  passes 
the  gavel  to  new  president  Daniel  Youngblade,  M.D.; 
members  of  the  1988-89  Judicial  Council  (back  row, 
from  left)  Robert  Melgaard,  M.D.,  Lester  Beachy,  M.D., 
Thomas  Graham,  M.D.,  Don  Green,  M.D.,  Robert  Kent, 
M.D.  (front  row,  from  left)  Harold  Miller,  M.D.,  Tom 
Throckmorton,  M.D.,  Donald  Soil,  M.D.,  Albert  Coates, 
M.D.  and  Robert  Boldus,  M.D.;  Albert  Coates,  M.D.  gives 
recommendations  of  the  Reference  Committee  on 
Medical  Service;  John  Fernandez,  M.D.,  gives  the  report 
of  the  Reference  Committee  on  Legislation;  Jerry 
Jochims,  M.D.  presents  the  report  of  the  Reference 
Committee  on  Articles  of  Incorporation  and  Bylaws. 


THIS  PAGE,  clockwise  from  upper  right:  members  of  the 
University  of  Iowa  medical  student  delegation  (from  left) 
Brad  Lair,  Melissa  Stiles  and  Tim  Holtz;  IMS  staff 
members  work  late  hours  after  the  banquet  assembling 
reference  committee  reports  for  Sunday  morning's  House 
session;  Dorothy  Walter  assists  her  husband  in 
straightening  his  president's  medal  at  the  President's 
Reception  preceding  Saturday  evening's  banquet;  the 
funny  and  irreverent  Richard  Valeriani,  NBC  news 
correspondent,  entertained  at  the  annual  banquet. 
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Clockwise  from  upper  right:  the  1988-89  IMS  Board  of 
Trustees  (back  row,  from  left)  William  Eversmann,  )r., 
M.D.,  Bruce  Trimble,  M.D.,  Carol  Aschenbrener,  M.D., 
Dennis  Walter,  M.D.  (front,  from  left)  James  White, 

M.D.,  Daniel  Youngblade,  M.D.  and  Donald  Rodawig, 
M.D.;  past  IMS  presidents  serving  as  election  tellers 
(from  left)  William  Bliss  M.D.,  John  Sunderbruch,  M.D., 
Dean  Caraway,  M.D.  and  |ohn  Tyrrell,  M.D.;  Governor 
Terry  Branstad  was  a special  guest  Saturday  evening; 
Bruce  Trimble,  M.D.,  (left)  chats  with  Larry  Goetz,  M.D.; 
B.J.  Anderson,  AMA  associate  general  counsel, 
participated  in  Friday's  Scientific  Session. 
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William  C.  Rosenfeld,  M.D 

Questions  and  Answers 


The  Speaker  Speaks 


What  is  it  like  to  stand  on  a raised  plat- 
form in  a hotel  ballroom  and  run  a 
meeting  of  close  to  200  physicians ? The 
author,  a Mason  City  internist  who  has 
been  IMS  House  of  Delegates  Speaker 
for  3 years,  gives  us  his  view  from  the 
podium. 


As  you  see  them,  what  are  the  duties  and  re- 
sponsibilities of  the  Speaker  of  the  IMS  House 
of  Delegates? 

It's  my  job  to  organize  and  chair  the  an- 
nual meeting  of  the  Iowa  Medical  Society 
House  of  Delegates.  As  such.  I'm  responsible 
for  forming  reference  committees,  assigning 
resolutions  to  appropriate  committees  and 
running  the  meeting.  It's  also  my  duty  to  see 
that  all  business  is  handled  in  a correct  and 
orderly  manner. 

Why  did  you  seek  this  office? 

I'd  been  vice  speaker  for  13  years  and  felt 
I was  qualified  to  serve  as  speaker.  I sought 
the  vice  speaker  post,  because  I wanted  to  be- 
come more  active  in  IMS  policy-making.  As 
speaker,  I very  much  appreciate  the  physicians 
who  are  willing  to  take  the  time  to  serve  on 
reference  committees  and  the  physicians  who 
serve  as  delegates  every  year.  They  make  my 
job  much  easier. 


Was  it  difficult  to  prepare  yourself  to  serve 
as  House  Speaker?  Did  your  first  session  come 
off  with  no  major  mishaps? 

After  13  years  as  vice  speaker,  I felt  fairly 
familiar  with  the  procedure;  but  I did  review 
some  reference  materials  I got  from  Dr.  Dean 
Caraway,  my  predecessor.  My  first  session  as 
speaker  was  the  1985  special  session  of  the 
House  called  to  discuss  tort  reform.  In  my  years 
as  vice  speaker,  we'd  never  had  a special  ses- 
sion but  it  came  off  okay.  I'm  starting  to  feel 
more  at  ease  as  speaker  and  am  getting  to  the 
point  where  I can  pay  attention  to  the  sub- 
stance of  a House  session  and  not  just  the 
form. 

What  is  the  stickiest  situation  you  have  faced 
during  your  tenure  as  House  Speaker?  The 
most  humorous? 

The  stickiest  was  2 years  ago  when  a del- 
egate made  an  alternate  motion  that  com- 
pletely changed  the  original  motion  and  could 
have  cost  the  Society  several  thousand  dollars 
if  it  passed.  It  did  pass,  and  I really  had  to 
restrain  myself  to  keep  from  making  a com- 
ment. In  some  states,  speakers  comment  on 
motions  but  I don't. 

The  most  humorous  situation  happened 
this  April  when  I was  making  announcements 
to  the  House  and  couldn't  pronounce  the  name 
of  the  banquet  speaker  (NBC  news  corre- 
spondent Richard  Valeriani)  correctly.  I finally 
just  told  the  delegates  “it  says  here  that  he's 
well-known." 
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Celebrating  two  years  of  continued  service . . . 

The  Iowa  Kidney  Stone  Center 

thanks  you. 

For  two  years  the  Iowa 
Kidney  Stone  Center  has  been 
providing  central  Iowa  with  the 
latest  technology  in  kidney  stone 
treatment — Extracorporeal 
Shockwave  Lithotripsy. 

This  form  of  treatment  is 
designed  to  eliminate  kidney 
stones  and  the  discomfort,  in- 
convenience and  expense  of 
surgery  that  accompanies  them  by 
using  electrical  shockwave  therapy 

to  shatter  the  stones  to  a sand-like  consistency.  This  allows  the  fragments  to  pass 
through  the  urinary  tract.  Lithotripsy  is  safe,  effective  and  rapidly  becoming  the 
most  popular  choice  for  kidney  stone  patients. 

We  are  proud  to  be  a successful  joint  venture  of  Iowa  Methodist  Medical 
Center,  Mercy  Hospital  Medical  Center  and  the  urologists  of  Iowa.  Our  fully  equip- 
ped urological  center  is  dedicated  to  providing  high  quality  patient  care.  More  than 
800  patients  have  been  treated  since  we  opened  in  June,  1986. 

For  further  information,  questions  or  comments, 
please  call  us  collect  at  (515)  283-5571. 


S O W A 
KIDNEY 
STONE 
CENTER 

808  Fifth  Street, 
Des  Moines, 
Iowa  50309 


The  Iowa  Kidney  Stone  Center 
Urology  Staff 


Ames 

Curtis  Clark,  M.D. 

Leo  Milleman,  M.D. 

Des  Moines 

Markham  Anderson,  M.D. 
John  Bardole,  M.D. 

Abbas  Bekhrad,  M.D. 
Hugh  Dick,  M.D. 

Tom  Foreman,  M.D. 
Stephen  Holt,  D.O. 
William  Hornaday,  M.D. 
Michael  Kent,  M.D. 


Philip  Kohler,  M.D. 
Stephen  Quinlan,  M.D. 
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Iatrogenic  Esophagitis 


JAMES  G.  KALAR,  M.D. 

JOHN  N.  REDWINE,  D.O. 
MICHAEL  V.  PERSAUD,  D.O. 
Sioux  City,  Iowa 


Tetracycline  and  its  derivatives  are 
widely  used  in  treatment  of  acne  and 
infections  due  to  chlamydia  tracho- 
matis. The  authors  discuss  a patient 
whose  severe  chest  pain  turned  out  to 
be  a case  of  esophagitis  secondary  to 
drug  therapy  for  a chlamydial  infection. 


A 29- year-old  white  female  presented  with 
severe  chest  pain  which  she  described 
as  a burning,  pressure-type  sensation  in  the 
left  anterior  chest  and  retrosternal  areas.  It  ra- 
diated to  the  back  but  not  the  neck,  jaw  or 
arm.  The  pain  was  continuous  and  not  aggra- 
vated by  respiration.  She  was  tachypneic  and 
complained  of  dyspnea.  There  was  no  nausea, 
vomiting,  diaphoresis,  fever,  chills  or  sweats 
and  she  denied  pain  or  swelling  in  the  legs. 
There  was  no  prior  history  of  heart  or  lung 
disease,  ulcers,  cholecystitis,  pancreatitis  or 
dysphagia. 


Dr.  Kalar  is  a resident  in  the  Sioux  City  family  practice  residency 
program.  Dr.  Redwine  is  a family  practitioner  in  private  practice  in  Sioux 
City.  Dr.  Persaud  is  in  the  private  practice  of  gastroenterology  in  Sioux 
City. 


The  patient  was  completely  well  the  night 
before.  She  denied  a recent  cold  or  flu-like  ill- 
ness. She  had  used  oral  contraceptives  for  sev- 
eral years  and  had  recently  started  on  doxy- 
cycline  100  mg  twice  daily  for  a presumed 
chlamydial  infection.  She  was  allergic  to  pen- 
icillin, lincomycin  and  erythromycin.  There 
was  a 25  pack/year  history  of  smoking.  Alcohol 
use  was  social.  Other  past  medical,  family  and 
social  histories  and  review  of  systems  were 
noncontributory. 

Physical  Examination 

The  patient  was  in  marked  distress  during 
the  physical  examination  and  was  most  com- 
fortable leaning  forward.  Her  temperature  was 
99,  pulse  95  and  regular,  respirations  26  per 
minute  and  shallow  and  blood  pressure  128/ 
80.  HEENT  exam  was  unremarkable.  There 
was  no  back,  chest  wall  or  costovertebral  angle 
tenderness.  Breath  sounds  were  mildly  dimin- 
ished in  a diffuse  fashion  and  no  pleural  rubs 
were  present.  Cardiac  exam  revealed  a regular 
rate  and  rhythm  with  normal  heart  sounds. 
No  S3,  S4,  murmur,  gallop  or  pericardial  fric- 
tion rub  was  heard.  The  abdomen  was  flat  and 
soft  with  slightly  hyperactive  bowel  sounds. 
No  masses,  guarding,  organomegaly  or  ten- 
derness was  noted.  There  was  no  erythema, 
swelling  or  tenderness  in  the  legs.  Homan's 
sign  was  negative  bilaterally. 

Chest  x-ray  showed  a normal  cardiac 
shadow  without  pulmonary  infiltrate  or  pneu- 
mothorax. Electrocardiogram  revealed  normal 
sinus  rhythm  at  a rate  of  96,  PR  interval  0.12 
sec.  and  QRS  duration  0.06  sec.  Axis  was  nor- 
mal and  ST-segments  were  isoelectric.  There 
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was  no  evidence  of  ischemia,  infarction,  per- 
icarditis or  arrhythmias.  Meperidine  50  mg  was 
administered  intramuscularly  without  relief. 
A ventilation-perfusion  scan  was  normal.  An 
echocardiogram  revealed  normal  valves  and 
wall  motion  without  evidence  of  a pericardial 
effusion. 

The  patient  was  admitted  to  the  hospital 
and  placed  on  a cardiac  monitor.  White-cell 
count  was  14,100  with  a normal  differential. 
The  hemoglobin  was  12.3  g/dl  and  hematocrit 
was  38%.  The  erythrocyte  sedimentation  rate 
was  12  mm/hr.  Cardiac  enzymes  were  normal. 
Repeat  examination  showed  no  change  in  her 
status.  While  trying  to  eat  supper,  she  com- 
plained of  severe  odynophagia  and  a sensation 
of  food  sticking  in  her  chest.  A repeat  EKG 
the  next  morning  was  unchanged.  The  LDH 
remained  normal  but  the  CPK  rose  to 
389  IU/L.  However,  the  patient  received  IM 
injections  and  there  was  no  evidence  of  MB 
fraction. 

Esophagogastroduodenoscopy  revealed  a 
5 cm  circumferential  esophageal  ulcer  20  cm 
from  the  incisors  (Figure  1).  No  stricture  for- 
mation was  seen  and  the  stomach  and  duo- 
denum were  unremarkable.  Biopsies  revealed 
hyperkeratosis  and  reactive  changes  in  the 
basal  layer  with  acute  inflammatory  infiltrate 
(Figures  2-4). 

Discussion 

Small  bowel  and  colonic  ulcerations  due 
to  potassium  chloride  have  been  known  of  for 
over  20  years.  Esophagitis  due  to  therapeutic 
dosages  of  medications  was  first  reported  in 


v f t [MEN  DATE 

Figure  1 . Circumferential  esophageal  ulceration  with 
hemorrhage  20  cm  from  the  incisors. 


Figure  2.  Low  power  view  of  biopsy  specimen  showing 
ulceration. 


Figure  3.  Medium  power  view  of  ulceration  with  sub- 
mucosal inflammatory  infiltrate. 


1970. 1 Medications  implicated  in  pill-induced 
esophagitis  are  listed  in  Table  1.  The  main  cause 
recently  has  been  tetracycline  and  its  deriva- 
tives.211 

The  pathogenesis  is  most  likely  multifac- 
torial. Structural  abnormalities  predisposing 
to  esophageal  obstruction  include  peptic  stric- 
tures, congenital  esophageal  rings  or  webs, 
neoplasms,  hiatal  hernia  and  external  com- 
pression from  left  atrial  enlargement,  marked 
cardiomegaly,  adhesions  and  the  aortic  arch 
itself.  Motility  disturbances  such  as  achalasia, 
scleroderma  and  diffuse  esophageal  spasm 
may  also  be  implicated.8  However,  most  pa- 
tients have  no  apparent  esophageal  abnor- 
mality or  prior  history  of  esophageal  dis- 
ease.3- 7 In  such  patients,  taking  the  medication 
with  inadequate  fluid  just  before  retiring  or 
while  recumbent  are  important  factors. 
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Figure  4.  High  power  view  showing  acute  inflamma- 
tion. 


TABLE  1 

MEDICATIONS  IMPLICATED  IN  PILL-INDUCED  ESOPHAGITIS 


Digoxin  Trinidazole 

Digitoxin  Alprenolol 

Quinidine  sulfate  and  gluconate  Aspirin 

Tetracycline 
Doxycycline 
Minocycline 
Oxytetracycline 
Ascorbic  acid 
Ferrous  sulfate 
Clindamycin 
Lincomycin 
Ampicillin 
Penicillin  V 
Erythromycin 
Emepronium  bromide 


Certain  properties  of  the  medication  such 
as  acidity  or  alkalinity  may  be  instrumental  in 
causing  esophagitis.  For  example,  doxycycline 
can  take  3 hours  to  dissolve  completely.  A 1% 
solution  forms  a gel  with  a pH  2. 7-3.0. 11  Other 
drugs  have  intrinsic  irritative  effects  exclusive 
of  pH.  Irritating  medications  with  anticholi- 
nergic effects  may  promote  their  reflux  by  re- 
laxation of  the  lower  esophageal  sphincter. 

The  type  of  formulation  can  also  increase 
the  risk  of  medication-induced  esophagitis. 
Hey  observed  that  small  tablets  are  swallowed 
more  rapidly  than  large  ones,  oval  tablets  more 
rapidly  than  round  and  coated  tablets  faster 
than  noncoated.14  The  elderly  have  particular 
difficulty  swallowing  sufficient  fluid  to  pro- 
mote passage  of  large  pills  into  the  stomach. 
The  quantity  of  liquid  consumed  has  little  ef- 
fect on  the  transit  time  of  capsules.14 


The  most  common  site  of  esophageal  ul- 
cers is  in  the  area  of  the  carina  and  the  aortic 
arch,  which  may  cause  external  compression.7 
At  this  level  there  is  a transition  from  skeletal 
to  smooth  muscle  in  the  esophagus  and  a 
physiologic  reduction  in  the  amplitude  of 
esophageal  peristaltic  waves.1516  Histologic 
examination  usually  shows  acute,  diffuse  in- 
flammation with  focal  ulceration  seen  less 
commonly.8 

Symptoms,  Complications 

Symptoms,  which  usually  begin  acutely 
but  may  be  insidious,  include  odynophagia 
(74%),  continuous  retrosternal  pain  or  burning 
(72%)  and  dysphagia  (20%). 7 These  usually 
start  4 to  12  hours  after  ingestion  of  the  med- 
ication. The  sensation  of  food  sticking  in  the 
chest  may  also  be  described.  Esophagoscopy 
is  abnormal  in  99%  of  cases.7  The  differential 
diagnosis  includes  infectious  or  reflux  esoph- 
agitis, esophageal  foreign  body  impaction,  lye 
ingestion,  recent  radiation  or  chemotherapy, 
Barrett's  epithelium,  Crohn's  disease  or  Beh- 
cet's syndrome.4 

Treatment  includes  analgesics,  palliation 
of  the  odynophagia  with  liquid  antacids  and / 
or  liquid  sucralfate,  adequate  nutrition  and  ob- 
serving for  potential  complications.  The  of- 
fending drug  should  be  discontinued.  In  un- 
complicated cases,  symptoms  resolve  and 
healing  occurs  in  3 days  to  6 weeks.7 

Reported  complications  include  stricture 
formation,  hemorrhage  and  penetration  or 
perforation  with  resultant  mediastinitis,  sepsis 
and  death.  Erosion  through  the  aortic  arch  has 
also  been  described.17  Though  possible  causes 
of  esophagitis,  antibiotics  and  emepronium 
bromide  have  not  been  associated  with  these 
serious,  life-threatening  complications.7 

Tetracycline  and  its  derivatives  are  widely 
used  in  the  treatment  of  acne  and  infections 
due  to  chlamydia  trachomatis.  Esophagitis  will 
likely  become  more  common  in  primary  care 
settings.  Several  suggestions  have  been  made 
to  decrease  the  incidence  of  pill-induced 
esophagitis.  Medications  should  be  taken  in 
the  upright  position  with  at  least  100  ml  of 
liquid  and  not  less  than  1 hour  before  bedtime. 
Less  corrosive  products  may  be  substituted, 
for  example  ferrous  gluconate  for  the  sulfate 
salt.18  For  bedridden  patients,  liquid  dosage 
forms  should  be  used  whenever  possible.  Solid 
(Please  turn  to  page  326) 
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Figure  5.  Follow-up  endoscopy  showing  complete 
healing  and  absence  of  stricture  formation. 


dosage  forms  may  be  crushed  and  dispersed 
in  soft  food  unless  specific  contraindications 
exist;  e.g.,  slow-release  formulations  or  enteric 
coating. 

Treatment  and  Follow-up 

Initial  treatment  of  our  patient  consisted 
of  elevating  the  head  of  the  bed,  full-liquid  diet 


with  no  acidic  juices,  antacids  30  ml  1 hour 
and  3 hours  after  meals  and  at  bedtime,  liquid 
sucralfate  (Carafate)  1 g 1 hour  before  meals 
and  at  bedtime  and  acetaminophen  with  co- 
deine 60  mg  every  4 to  6 hours  as  needed  for 
pain.  The  doxy cy cline  was  discontinued.  She 
was  discharged  the  day  after  endoscopy;  tele- 
phone follow-up  3 days  later  revealed  no  im- 
provement. Metoclopramide  (Reglan)  syrup  10 
mg  4 times  daily  was  started  with  complete 
resolution  of  her  symptoms  over  the  next  2 
days. 

Repeat  endoscopy  was  recommended  for 
evaluation  of  possible  stricture  formation.  The 
patient  returned  8 weeks  later.  She  had  been 
off  all  medications  for  4 weeks.  She  claimed 
to  have  mild,  intermittent  dysphagia.  Upper 
GI  endoscopy  revealed  almost  total  healing  of 
the  ulcer  with  only  minimal  erythema  present 
and  no  evidence  of  stricture  formation  (Figure 
5).  The  stomach  and  duodenum  were  normal. 
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The  Editor  Comments 


Fountains  of  Life 


A fountain,  to  me,  is  a fascinating  addi- 
tion to  any  landscape.  Whether  there 
be  multifaceted  streams  or  a single  spout, 
the  outpouring  of  the  water  has  an  ever 
changing  pattern.  A bit  of  wind  will  alter  the 
pattern  or  the  simple  motion  of  the  water 
will  change  the  course  of  the  fall.  Sometimes 
the  water  simply  follows  the  laws  of  gravity 
falling  downward  on  the  upward  jet.  Other 
times  there  is  a ballet  of  motion  as  the  water 
scatters  in  various  directions.  A lighted 
fountain  provides  a delightful  spectacle  at 
night.  As  a youngster  I always  enjoyed 
going  to  the  park  in  my  hometown  to  see 
the  "rainbow  fountain,"  a very  large  one 
with  patterned  changes  of  water  streams 
and  the  blending  of  the  various  colors.  For 
about  a half  century  that  fountain  has  de- 
lighted the  citizens  of  Hastings,  Nebraska. 

Life  is  like  a fountain.  For  some  the  pat- 
tern of  life  is  simple,  like  a single  spout. 

True  there  are  subtle  changes  from  time  to 
time  due  to  various  circumstances,  but  there 
is  not  much  variety.  For  others,  the  fountain 
of  life  is  very  complex  with  numerous  varia- 
tions in  the  manner  of  display. 

Man  has  characteristics  which  set  him 
apart  from  other  creatures.  We  have  lan- 
guage, introspection,  complex  abilities  to 
plan  and  do  tasks  and  the  most  developed 
social  behaviors.  These  characteristics  make 
it  possible  for  us  to  live  very  complex  life 
styles  that  vary  according  to  cultures,  envi- 
ronment and  geographic  location.  Some  are 
very  poor  and  others  wealthy;  some  are  illit- 
erate and  others  well  educated;  some  are  ac- 
tive while  others  are  laggards.  Any  of  us  can 
relate  to  someone  in  any  of  these  or  other 


groups.  So  it  is  in  our  medical  society  as 
well. 

This  issue  of  iowa  medicine  is  devoted 
to  the  recent  IMS  Annual  Meeting  and 
House  of  Delegates  actions.  Two  days  from 
a busy  practice  devoted  to  the  concerns  of 
all  IMS  members  (as  well  as  physicians  who 
elect  to  not  belong)  is  devotion  to  a cause. 
Our  medical  society  has  a responsibility  to 
all  Iowans,  not  just  physicians.  We  concern 
ourselves  with  provision  of  excellent  medical 
care  to  all  in  a manner  consistent  with  ethi- 
cal and  professional  high  standards.  Our 
delegates  ponder  over  matters  concerning 
our  professional  status  as  well  as  the  issues 
of  providing  medical  care.  As  I watched  the 
proceedings  of  the  House  of  Delegates  it 
was  evident  to  me  those  persons  were  repre- 
senting us  in  a noble  manner. 

Like  the  fountains  which  I enjoy,  hu- 
man nature  is  fascinating.  So  it  is  with  those 
who  represent  us.  Each  has  a way  of  accom- 
plishing the  task,  each  is  a symbol  of  a pat- 
tern of  life  and  each  accomplishes  the  pur- 
pose of  being.  Some  of  our  representatives 
are  quiet  bubblers,  some  forceful  jets  of  ac- 
tion and  others  have  a complexity  that  is 
very  interesting  to  observe.  The  end  result  is 
the  products  of  the  action  ultimately  falling 
into  a single  pool;  a reservoir  of  the  results 
of  the  efforts  expended  by  whatever  means. 

What  kind  of  allegorical  fountain  are 
you  — a quiet  trickling  of  action  or  a torrent 
of  action  and  lights  that  call  for  greater  at- 
tention? Whatever,  the  results  may  be  the 
same  ...  a fountain  of  action  enjoyed  by 
many  because  it  gives  measure  to  the  land- 
scape of  life.  — M.E.A. 
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Practice  Management 


Pensions  and  Black  Monday 


Many  of  you  are  just  discovering  how 
your  retirement  plan  survived  the  1987 
stock  market  crash.  This  should  not  be  a time 
of  teeth-gnashing  or  back-stabbing.  It  should 
be  a time  of  reviewing  plan  design  and  in- 
vestment strategy.  Also,  rules  for  investing 
plan  assets  should  be  reviewed. 

Investment  Decisions 

The  law  requires  the  person  responsible 
for  managing  the  assets  of  a qualified  plan  to 
review  each  investment  decision  with  atten- 
tion to  cash  flow  requirements,  risk,  diversi- 
fication and  rate  of  return.  Physicians  who  have 
plans  that  cover  only  themselves  are  not  le- 
gally bound  to  this  standard,  but  prudence 
dictates  that  they  pay  attention  to  it.  Black 
Monday  and  the  subsequent  dark  gray  Tues- 
days, Wednesdays,  Thursdays  and  Fridays 
have  substantially  increased  the  apparent  risk 
associated  with  investing  in  equity  securities. 
This  does  not  mean  qualified  plans  should  de- 
part from  the  stock  market,  but  it  is  important 
to  maintain  balance. 

A retirement  plan  is  not  a personal  in- 
vestment portfolio  unless  you  are  the  only  par- 
ticipant. It  represents  a primary  source  of  re- 
tirement income  for  many  participants.  This  is 
particularly  true  in  light  of  fears  many  people 
have  about  the  future  of  social  security.  A lower 
overall  rate  of  return  may  have  to  be  accepted 
to  attain  an  acceptable  level  of  risk. 

Under  a defined  benefit  plan,  the  security 
of  a participant's  retirement  benefit  does  not 
depend  only  on  the  value  of  plan  assets.  It 
depends  more  on  the  long-term  survivability 
of  the  employer.  The  employer  must  contrib- 
ute to  the  plan  to  cover  losses  experienced  on 
investments.  This  means  sponsors  of  defined 
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benefit  plans  who  experienced  heavy  losses 
last  year  may  see  significant  increases  in  fund- 
ing requirements  for  those  plans. 

Employees  Concerns 

More  serious  problems  might  exist  with 
defined  contribution  plans.  Under  these  ar- 
rangements (money  purchase  pension,  target 
benefit  or  profit  sharing  plans)  the  amount  of 
a participant's  future  retirement  benefit  de- 
pends on  the  amount  in  their  account.  If  the 
balance  of  that  account  decreased  significantly 
in  1987,  participants  may  be  very  concerned. 

Employees  are  very  sensitive  about  the 
rate  of  return  on  their  retirement  plan  funds. 
This  sensitivity  is  heightened  because  of  media 
attention  to  recent  market  activities.  It  is  very 
important  employees  be  fully  informed  of  what 
happened  to  their  accounts  during  the  year. 
Rather  than  simply  providing  them  with  a 
statement  of  their  account  balance,  give  them 
additional  information.  For  example,  if  the  plan 
only  yielded  2%  for  the  year,  show  them  a 5- 
year  average  rate  of  return.  Contrast  that  to 
money  market  rates  or  treasury  bill  yields.  This 
may  sound  misleading  as  those  are  frequently 
low  yield  investments.  Flowever,  those  are  the 
type  of  investments  employees  usually  con- 
sider. 

Employees  pay  close  attention  to  invest- 
ment performance  on  plans  funded  with  em- 
ployee contributions.  (The  most  popular  of 
these  plans  is  the  401  (k)  plan  or  403(b)  plan  in 
the  exempt  employer  setting.)  Even  if  the  em- 
ployee chose  the  investments,  he  or  she  may 
be  dissatisfied  because  you  let  them  make  a 
bad  decision.  Therefore  you  must  communi- 
cate very  effectively  when  discussing  annual 
performance  of  these  plans. 

Our  discussion  of  employee  pension  plans  will 
continue  next  month  with  a look  at  employers'  legal 
responsibilities. 
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A UNIQUE  4-WAY  PARTNERSHIP  between 
7 Iowa  communities  and  their  hospitals,  the 
state  legislature,  the  federal  government  and 
the  College  of  Medicine,  is  helping  to  keep 
family  physician  services  available  throughout 
the  state  — even  at  a time  when  Iowa  is  en- 
during a net  loss  of  doctors.  Today's  high  rate 
of  retirement  and  relocation  among  family 
practice  physicians  creates  a continued  de- 
mand for  such  physicians.  Last  year  when  Iowa 
experienced  an  overall  net  gain  of  only  16  doc- 
tors in  all  specialties,  the  state  had  a net  loss 
of  26  family  physicians.  The  figures  are  re- 
ported by  the  College's  Office  of  Community- 
Based  Programs,  which  administers  the  State- 
wide Family  Practice  Training  Program  estab- 
lished by  the  Iowa  Legislature  in  1973. 

GRANT  NEWS  . . . Long-term  effects  of  maternal 
alcohol  consumption  on  offspring  are  being  exam- 
ined by  anatomy  researchers  with  the  aid  of  a 
$700,000  grant  from  the  National  Institute  of  Al- 
cohol Abuse  and  Alcoholism.  James  West,  Anat- 
omy, received  the  grant  for  his  project  " Fetal  Al- 
cohol Syndrome:  Third  Trimester  Model."  The 
results  of  a series  of  studies  in  1986  and  1987  by 
West  and  his  colleagues  suggest  that  the  pattern  of 
alcohol  consumption  in  expectant  mothers  can  be 
just  as  significant  in  causing  damage  as  the  total 
amount  of  alcohol  they  consume.  . . . Allyn  L. 
Mark,  Internal  Medicine,  is  the  recipient  of  the 
MERIT  — Method  to  Extend  Research  in  Time  — 
award  given  by  the  National  Heart,  Lung  and  Blood 
Institute.  Mark  will  receive  10  years  of  stable  fi- 
nancial support  to  pursue  research  on  the  effects  of 
exercise  and  psychological  stresses  on  the  human 
cardiovascular  system.  . . . Carl  P.  Weiner,  Ob- 
stetrics and  Gynecology,  has  received  a $514,500 
National  Institutes  of  Health  grant  to  investigate 
the  causes  and  possible  treatments  of  pre-eclampsia 
— a hypertensive  disease  that  affects  about  7%  of 
all  pregnant  women. 

THE  FIGHT  AGAINST  ALZHEIMER'S  DIS- 
EASE takes  significant  steps  forward  with  a 
new  finding  by  UI  neurology  researchers.  Us- 


ing a monoclonal  antibody  — "Alz  50"  — di- 
rected against  a foreign  substance  present  in 
Alzheimer's-disease-prone  cells,  researchers 
discovered  some  cells  look  normal  for  some 
time  even  as  they  are  contributing  to  the  dis- 
ease process,  notes  Antonio  R.  Damasio,  Neu- 
rology. Bradley  Hyman  and  Gary  W.  Van 
Hoesen,  both  of  Neurology,  collaborated  in 
the  research. 

A UI-SPONSORED  NATIONAL  CONFER- 
ENCE on  reducing  health  hazards  in  agriculture  is 
scheduled  in  2 sessions  — the  first  in  Iowa  City 
Sept.  18-21  and  the  second  in  Des  Moines  Sept. 
29-30.  Representatives  from  farm  constituency 
groups,  the  medical  profession,  the  extension  serv- 
ices, the  Iowa  Legislature  and  state  and  federal  agen- 
cies are  participating,  says  Kelly  Donham,  Pre- 
ventive Medicine  and  Environmental  Health. 
The  conference  is  also  being  supported  by  contri- 
butions from  agribusinesses  and  private  founda- 
tions. 

A $1.4  MILLION  CYSTIC  FIBROSIS  RE- 
SEARCH GRANT  has  been  awarded  to  the 
UI  to  probe  cell  defects  that  cause  the  lethal 
hereditary  disease.  Michael  J.  Welsh,  Internal 
Medicine,  is  the  program  director.  The  grant 
also  funds  cell  culture  and  molecular  biology 
core  programs  to  provide  training  and  facilities 
for  investigators. 

A RECORD  20  MINORITY  STUDENTS 
GRADUATED  in  May  in  the  College  of  Medicine's 
class  of  1988,  4 years  after  they  entered  through  the 
UI's  Educational  Opportunity  Program.  For  the 
past  20  years,  the  EOP  has  opened  doors  for  aca- 
demically qualified  students  from  minority  groups 
that  have  been  under-represented  in  medicine.  The 
program's  success  is  in  the  numbers.  From  5 out 
of  a class  of  171  in  1980,  the  program  has  grown 
to  12  in  1987  to  this  year's  high  of  20,  or  12.5% 
of  the  class. 

This  report  has  been  compiled  by  The  Univer- 
sity of  Iowa  Health  News  Service. 
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Iowa  Department  of  Public  Health 


Delivery  of  Prevention  Services: 
A Policy  Statement 


The  department  of  public  health,  Division 
of  Substance  Abuse  and  Health  Promo- 
tion, views  substance  abuse  as  a major  public 
health  problem.  Treatment  and  prevention  in- 
volve a continuum  of  strategies.  Strategies  vary 
to  meet  needs  of  individuals  and  groups. 

Prevention  efforts  require  attention  to  3 
factors:  the  host  — the  individual;  the  agent 
— alcohol  and  other  drugs;  and  the  environ- 
ment — societal  institutions. 

Prevention  Factors 

Host  factors  in  substance  abuse  involve 
an  individual's  motivation  for  using  alcohol 
and  other  drugs.  Frequently,  individuals  abuse 
substances  to  eliminate  distress  through 
chemical  pleasure.  Substance  abuse  replaces 
constructive,  pleasurable  and  meaningful  de- 
velopment and  effective  living.  If  individuals, 
families  and  groups  have  resources  to  confront 
complex,  stressful  life  conditions,  they  can  lead 
satisfying  lives. 

A society  of  healthier  individuals  means 
reduced  demand  for  chemicals.  Therefore,  the 
division  supports  primary  prevention  activi- 
ties to  1)  strengthen  identification  with  viable 
role  models;  2)  strengthen  identification  with 
and  responsibility  for  family  processes;  3)  de- 
velop problem-solving  abilities;  4)  develop  in- 
trapersonal skills;  5)  develop  interpersonal 
skills;  6)  strengthen  system  skills;  and  7)  de- 
velop judgmental  skills. 

Such  agent  factors  as  types,  amounts,  ef- 
fects and  availability  of  alcohol  and  other  drugs 
contribute  significantly  to  substance  abuse. 
Therefore,  the  division  supports  public  edu- 


This  information  on  public  health  matters  is  furnished  and  spon- 
sored by  the  Iowa  Department  of  Public  Health. 


cation  about  the  hazardous  effects  of  alcohol 
and  other  drugs.  The  division  also  encourages 
policies  and  practices  to  influence  alcohol  and 
drug  availability,  price  and  distribution  and  to 
work  for  appropriate  legislation. 

Groups  such  as  physicians,  legislators, 
pharmaceutical  companies,  distilleries,  brew- 
eries and  wineries  can  help  reduce  substance 
abuse.  However,  these  groups  need  to  be  suf- 
ficiently motivated  and  mobilized  by  those  in 
the  prevention  field.  Minimizing  the  occur- 
rence and  severity  of  disability  and  reducing 
incidents  of  premature  death  related  to  sub- 
stance abuse  are  shared  goals.  All  of  society 
benefits  from  reducing  illegal,  irresponsible 
and  inappropriate  use  of  alcohol  and  other 
drugs. 

Environmental  factors  in  substance  abuse 
also  need  to  be  addressed.  In  a pluralistic  so- 
ciety, the  social,  cultural,  political,  geograph- 
ical, religious,  ethnic,  educational,  legal,  eco- 
nomic and  family  milieu  influences  substance 
use.  The  division  supports  prevention  efforts 
to  change  systems  having  a negative  impact 
on  the  substance  abuse-related  environment. 
One  example  is  efforts  of  parents  to  shape 
communities  toward  a drug-free  culture.  In- 
stitutional-change efforts  assume  that 
strengthening  individuals  is  insufficient. 

Prevention  Services 

In  FY  1987,  division-funded  prevention 
programs  provided  comprehensive  services  to 
an  estimated  187,623  individuals.  This  figure 
does  not  include  individuals  participating  in 
these  innovative  program  activities:  2 projects 
on  children  of  alcoholics;  a senior  awareness 
service  for  the  elderly;  2 minority  youth  proj- 
ects for  Black  and  Indian  youth;  and  a longi- 
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tudinal  study  of  school  children,  beginning  in 
kindergarten.  Comprehensive  services  offer 
information,  education/skill  building,  early  in- 
tervention, alternatives,  social  policy  strate- 
gies and  consultation.  These  services  are  pro- 
vided in  a variety  of  settings  to  a number  of 
groups  including  youth,  teachers,  parents, 
women  and  minorities  as  well  as  the  general 
population. 

Effective  July  1,  1987,  the  division  con- 
tracted with  26  prevention  programs  for  deliv- 
ery of  comprehensive  prevention  services  in 
all  99  counties.  The  division  also  funded  these 
innovative  projects:  a young  moms  and  dads 
program,  elderly  peer  counseling,  interven- 
tion services  for  Indian  children  and  their  fam- 
ilies, prevention  services  for  persons  in  cor- 
rectional facilities,  3 statewide  training  projects, 
prevention  services  for  Hispanics,  2 school 
projects  and  a longitudinal  study  of  school 
children.  A manual,  developed  by  each  project 
staff,  can  be  replicated. 


The  division  also  funds  the  Iowa  Sub- 
stance Abuse  Information  Center  in  Cedar 
Rapids.  In  FY  1987,  the  center  provided  jour- 
nal articles,  films,  books,  pamphlets  and  cas- 
sette tapes  on  substance  abuse  prevention  and 
treatment  issues  to  approximately  10,940 
groups  and  individuals  throughout  Iowa.  A 
toll-free  number  (1-800-247-0614)  increases  cit- 
izen access  to  the  center's  extensive  resources. 

In  Iowa,  parent  and  community  groups 
make  a major  contribution  to  the  substance 
abuse  prevention  effort.  Activities  of  these  vol- 
unteer groups  are  funded  primarily  through 
community  and  private  donations.  In  1983,  the 
Iowa  Network  of  Drug  Information  (INDI),  a 
statewide  federation  of  these  groups,  was  es- 
tablished. INDI's  goals  are  to  establish  and 
maintain  a network  with  all  of  Iowa's  parent 
and  community  groups;  to  share  information, 
ideas  and  speakers;  and  to  help  start  new 
groups. 

(Please  turn  to  page  336) 
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Effect  of  Medical  versus  Surgical  Therapy  for  Coronary 
Disease  / PETER  PEDUZZl,  PhD.  « a!. 

Electrophysiological  Testing  and  Nonsustained  Ventricular 
Tachycardia  PETER  R KOWEY,  MIX  ct  al 

Residual  Coronary  Artery  Stenosis  after  Thrombolytic 
Therapy  i LOWELL  F.  SATLER,  MIX  cr  al. 

Assessment  of  Aortic  Regurgitation  by  Doppler 
Ultrasound  / PAUL  A.  G RAYBURN.  MIX  ct  al. 


Embolic  Risk  Due  to  Left  Ventricular  Thrombi 
JOHN  R STRATTON.  MD 

Hemodynamic  Effects  of  Diltiazem  in  Chronic  Heart 
Failure  ' DANIEL  L.  KULICK.  MD.  ct  al 

Cardiovascular  Reserve  in  Idiopathic  Dilated 
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American  Journal  of  Medicine,  and  The  Journal  of  the  American 
Medical  Association. 
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Summary  of  substance  abuse  trends 
in  Iowa 

Like  other  diseases,  3 factors  affect  sub- 
stance abuse  and  dependency  — the  host,  the 
agent  and  the  environment.  The  following 
trends,  organized  by  this  3-factor,  public  health 
model,  are  based  on  the  most  current  data 
sources. 

The  host  (the  individual)  — Since  1961, 
the  number  of  Iowans  who  are  “at  risk"  of 
becoming  problem  drinkers  and  those  requir- 
ing treatment  has  increased.  This  change  is 
most  noticeable  among  Iowa's  rural  (farm  and 


non-farm)  population.  Drinking  patterns 
among  city,  rural  and  town  dwellers  are  con- 
verging, washing  out  historical  differences. 

Based  on  the  amount  of  cocaine  confis- 
cated and  the  dramatic  increase  in  persons  ad- 
mitted to  private  and  public  treatment  pro- 
grams for  cocaine  abuse,  the  number  of 
individuals  requiring  treatment  for  this  de- 
pendency-producing drug  will  continue  to  es- 
calate. 

Most  persons  entering  private  treatment 
programs  have  multi-drug  problems;  95%  to 
100%  of  juveniles  could  be  considered  poly- 
substance users.  Nearly  all  women  admitted 


May  1988 
Morbidity  Report 


Disease 

May 

1988 

Total 

1988 

to 

Date 

1987 

to 

Date 

Most  May  Cases 
Reported  From 
These  Counties 

AIDS 

4 

16 

17 

NA 

Amebiasis 

2 

4 

14 

Cerro  Gordo, 

Brucellosis 

0 

1 

2 

Johnson 

Chickenpox 

930 

5760 

6830 

Scattered 

Campylobacter 

30 

107 

95 

Scattered 

Cytomegalovirus 

0 

4 

8 

Eatons  Agent 
Infection 

0 

21 

33 

Encephalitis,  viral 

0 

7 

1 

Erythema 

Infectiosum 

31 

89 

7 88 

Scattered 

Gastroenteritis 

(GIV) 

2228 

12649 

10053 

Scattered 

Giardiasis 

14 

122 

96 

Scattered 

Hepatitis,  A 

4 

30 

61 

Fayette,  Hamilton, 

Hepatitis,  B 

10 

42 

54 

Johnson 

Scattered 

Hepatitis,  Non 
A-B 

2 

8 

14 

Johnson, 

Hepatitis 
type  unspecified 

0 

1 

3 

Pottawattamie 

Herpes  Simplex 

89 

443 

504 

Scattered 

Herpes  Zoster 

0 

0 

2 

Histoplasmosis 

2 

6 

7 

Dubuque,  Polk 

Infectious 

mononucleosis 

22 

80 

123 

Scattered 

Influenza, 
lab  confirmed 

5 

109 

67 

Scott 

Influenza-like 
illness  (URI) 

2793 

24011 

23469 

Scattered 

Legionellosis 

5 

9 

5 

Johnson,  Muscatine, 

Polk,  Wayne, 
Webster 


Disease 

May 

1988 

Total 

1988 

to 

Date 

1987 

to 

Date 

Most  May  Cases 
Reported  From 
These  Counties 

Malaria 

0 

0 

2 

Meningitis 

aseptic 

2 

14 

13 

Black  Hawk,  Linn 

bacterial 

11 

56 

39 

Benton,  Black  Hawk, 

meningococcal 

0 

0 

3 

Page,  Polk,  Scott, 
Tama 

Mumps 

2 

31 

308 

Polk,  Scott 

Pertussis 

0 

15 

6 

Rabies  in  animals 

19 

72 

132 

Scattered 

Reye  Syndrome 

0 

0 

0 

Rheumatic  Fever 

0 

0 

2 

Rubella 

(German 

measles) 

0 

0 

1 

Measles 

0 

0 

0 

Salmonellosis 

16 

32 

94 

Scattered 

Shigellosis 

22 

94 

9 

Scattered 

Toxic  Shock 
Syndrome 

0 

2 

2 

Tuberculosis 
total  ill 

1 

15 

11 

Page 

bact.  pos. 

1 

12 

12 

Page 

Typhoid  Fever 

0 

0 

0 

Venereal  diseases 
Gonorrhea 

156 

806 

1229 

Scattered 

Chlamydia 

355 

1740 

1433 

Scattered 

Syphilis 

1 

10 

9 

Woodbury 

Other  Non-Reportable  Diseases:  Ureaplasma  Urealyticum  — 1, 
Johnson. 
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to  special  inpatient  programs  also  used  several 
chemical  substances. 

The  agent  — Increasing  the  number  of 
retail  outlets  for  the  sale  of  wine  helped  re- 
verse the  downward  trend  in  wine  sales.  It  is 
too  soon,  however,  to  assess  the  long-term 
effects  of  the  change  from  a liquor  and  wine 
control  state  to  a state  where  all  alcoholic  bev- 
erages are  sold  at  private,  retail  stores. 

For  both  adults  and  juveniles,  alcohol  con- 
tinues to  be  the  primary  abused  drug  in  Iowa. 
Marijuana  is  the  second  most  abused  sub- 
stance. 

The  Department  of  Public  Safety,  Division 
of  Criminal  Investigation,  reported  a major  in- 
crease in  the  amount  and  estimated  value  of 
drug  seizures.  Marijuana  seizures  more  than 
doubled  in  amount  and  value  from  1985  to 
1986.  Since  1983,  the  amount  and  street  value 
of  cocaine  seizures  have  tripled.  Other  drug 
seizures  (LSD,  heroin  and  amphetamines)  de- 
clined in  1986.  The  Iowa  Board  of  Pharmacy 
Examiners  also  reported  an  increased  number 
of  thefts  and  total  dosage  units  stolen. 


The  environment  — Apparently  efforts  to 
eliminate  drunk  driving  are  producing  results. 
In  1986,  33  fewer  people  died  in  substance 
abuse-related  accidents  than  in  1985.  This  re- 
duction helped  Iowa  end  the  year  with  the 
second  lowest  number  of  total  traffic  deaths 
in  41  years.  Also,  fewer  people  died  of  sub- 
stance-abuse  causes  in  1986. 

By  nearly  every  measure,  substance  abuse 
continues  as  a major  problem  for  the  criminal 
justice  system.  Most  of  those  incarcerated  in 
state  prisons  and  on  parole  have  problems  with 
alcohol,  drugs  or  both. 

Like  youngsters  in  Iowa  public  schools, 
the  percent  of  those  in  the  state's  juvenile  in- 
stitutions who  do  not  use  alcohol  and  other 
drugs  is  increasing,  except  for  cocaine. 

The  Department  of  Public  Health  devel- 
ops an  annual  state  plan  for  substance  abuse 
prevention  and  treatment.  Copies  may  be  ob- 
tained at  the  Division  of  Substance  Abuse  and 
Health  Promotion,  Lucas  State  Office  Build- 
ing, 321  East  12th  Street,  Des  Moines,  Iowa 
50319,  515/281-3641. 


Just  as  the  human  heart  controls  the  functions  of  the  body, 

effective  management  is  the  heart  of  an  efficient  medical  office. 
To  make  the  heart  of  your  office  stronger,  healthier, 
give  it  a dose  of  SOFTACTICS. 


What  is/who  are  SOFTACTICS? 

A company  made  up  of  individuals  who  make  it  their  business  to  know  exactly  what  your  medical  office 
needs.  It  is  and  they  are  a professional  computer  software  firm  with  the  ability  and  equipment  to  design 
and  develop  software  that  is  among  the  most  technologically  advanced  on  the  market  today.  Software  customized 
to  fit  your  medical  office’s  special  management  requirements.  Affordable  software.  Software  that  handles 
insurance  claims,  patient  scheduling  and  billing,  general  ledger,  accounts  payable,  and  payroll  — all  fast 
and  accurately. 


For  more  information,  call  SOFTACTICS  today. 

1200  35TH  STREET 
SUITE  208 

WEST  DES  MOINES.  IOWA  50265 
(515)  224-4565 
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About  Iowa  Physicians 


Dr.  Roger  I.  Ceilley,  Des  Moines,  has  been 
named  president  of  the  American  Society  for 
Dermatologic  Surgery  at  the  society's  15th  an- 
nual Clinical  and  Scientific  Meeting  in  Mon- 
terey, California.  Dr.  Ceilley  is  a clinical  as- 
sistant professor  of  dermatology  at  the  U.  of 
I.  College  of  Medicine.  Dr.  Emmett  B.  Mathi- 
asen.  Council  Bluffs,  has  received  the  Heritage 
Award  for  his  contribution  to  the  health  field 
in  the  Council  Bluffs  area  at  the  fifth  annual 
Mercy  Hospital  Heritage  Dinner.  Dr.  Brent 
Liebert,  has  joined  the  Family  Health  Clinic 
of  Carroll.  Dr.  Liebert  received  the  M.D.  de- 
gree from  Indiana  University  School  of  Med- 
icine, Indianapolis  and  served  his  residency  in 
Decatur,  Illinois.  Prior  to  joining  the  Family 
Health  Clinic,  Dr.  Liebert  practiced  medicine 


in  Grundy  Center.  Dr.  Paul  Ferguson,  Lake 
City,  has  been  named  a delegate  to  the  Na- 
tional Cancer  Society.  Dr.  Ferguson  was  cho- 
sen by  the  Iowa  Division  of  the  American  Can- 
cer Society  for  which  he  served  as  president 
for  2 years.  Dr.  Jon  Fleming,  staff  gastroen- 
terologist and  internist  at  the  McFarland  Clinic, 
P.C.,  Ames,  has  been  accepted  as  a Fellow  to 
the  American  College  of  Physicians.  Dr.  Fred- 
erick C.  Blodi  and  Dr.  Paul  M.  Seebohm  re- 
ceived a Friend  of  the  University  Award  at  the 
University  of  Iowa's  1988  Distinguished 
Alumni  Awards.  Dr.  Blodi  is  a professor  emer- 
itus of  ophthalmology  at  the  U.  of  I.  College 
of  Medicine.  Dr.  Seebohm  is  coordinator  of  the 
Statewide  Family  Practice  Residency  Program 
(Please  turn  to  page  340) 
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TRUST.  Can  you 
imagine  a world  without  it? 


Trust.  It’s  why  your  patients 
turn  to  you  when  they  need  help.  It’s 
why  both  physicians  and  patients  turn  to 
Peoples  family  pharmacists  for  their  pre- 
scription needs. 

Over  75  years  of  caring  and  quality 
service  earned  Peoples  the  trust  we  work 
hard  to  keep.  And  you  can  trust  Peoples 
generic  drugs  to  be  equal  in  quality  to 
brand  name  drugs... saving  your  patients 


up  to  50%  on  their  prescription  bills. 

Of  course,  if  your  patient  asks  us  to 
substitute,  we  first  obtain  your  permission 
by  phone.  And  we  keep  the  widest  stock 
of  both  brands  and  generics  in  every 
Peoples  family  pharmacy. 

You  know  what’s  best.  That’s  why 
your  patients  trust  you  for  their  health 
care.  At  Peoples,  we’ll  try  to  keep  the 
trust  we’ve  earned. 


Evety  Peoples  lias  an  unlisted  phone  that’ s reserved 
only  for  doctors  and  answered  only  by  pharmacists. 
Please  call  your  local  store  to  obtain  the  number. 


PEOPLES 

DRUG 
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and  a member  of  the  U.  of  I.  Department  of 
Internal  Medicine  and  College  of  Medicine. 


Dr.  James  Rochelle,  has  begun  practice  in 
Council  Bluffs.  Dr.  Rochelle  received  the  M.D. 
degree  from  Creighton  University  School  of 
Medicine,  Omaha,  Nebraska  and  completed 
his  residency  in  orthopedics  at  Hamot  Medical 
Center  in  Erie,  Pennsylvania.  Prior  to  locating 
in  Council  Bluffs,  Dr.  Rochelle  practiced  in 
North  Kansas  City,  Missouri  and  was  the  di- 
rector of  the  Sports  Medicine  Clinic  at  Trinity 
Lutheran  Hospital  in  Kansas  City,  Missouri. 
Dr.  Dale  P.  Anderson,  Ames,  has  been  named 
medical  director  for  McFarland  Clinic  in  Ames. 
Dr.  Anderson  is  also  medical  director  for  the 
emergency  department  and  the  hemodialysis 
unit  at  Mary  Greeley  Medical  Center.  Dr.  Mar- 
ion E.  Alberts,  West  Des  Moines,  has  retired 
from  35  years  of  pediatrics  practice.  Dr.  Al- 
berts received  the  M.D.  degree  at  the  Univer- 
sity of  Nebraska  College  of  Medicine,  Omaha 
and  completed  his  residency  at  Blank  Chil- 
dren's Hospital,  Des  Moines. 


Deaths 


Dr.  Robert  Y.  Netolicky,  81,  Cedar  Rapids, 
died  April  21  at  St.  Luke's  Hospital.  Dr.  Ne- 
tolicky received  the  M.D.  degree  at  the  U.  of 
I.  College  of  Medicine  and  served  residencies 
at  the  University  of  Wisconsin  and  University 
of  Pennsylvania.  He  practiced  medicine  for 
over  50  years  before  retiring,  most  of  the  time 
in  Cedar  Rapids.  Dr.  Netolicky  was  a life  mem- 
ber of  the  Iowa  Medical  Society  and  the  Amer- 
ican Medical  Association. 

Dr.  Robert  A.  Huber,  72,  longtime  Charter 
Oak  physician,  died  April  27  at  Crawford 
County  Memorial  Hospital.  Dr.  Huber  re- 
ceived the  M.D.  degree  from  the  U.  of  I.  Col- 
lege of  Medicine  and  served  as  an  Army  phy- 
sician during  World  War  II.  He  practiced 
medicine  for  46  years  until  retirement  in  1987 
and  was  a member  of  the  American  Academy 
of  Family  Physicians. 


HAVEAN 
MD  WORK 

FOR  YOU! 

• Have  an  MD  invest  in  options 
for  you. 

• 45  year  old  semi  retired  Radiologist 
discovers  a way  to  invest  his  funds. 

• Now  accepting  a limited  number 
of  other  MD  accounts.  — 


Dr.  Warren  E.  Hinton 


CALL 

Warren  E.  Hinton,  MD 
or 

Michael  A.  Hamil,  Manager 

1-800-821-6132 


Wolcott  & Lincoln,  Inc. 

Kansas  City  Board  of  Trade 
Suite  565  --  4800  Main  St. 
KANSAS  CITY,  MISSOURI  64112 
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NORTH  IOWA  EYE  CLINIC,  P.C. 
ADDISON  W.  BROWN,  |R.,  M.D. 
MICHAEL  L.  LONG,  M.D. 
BRADLEY  L.  ISAAK,  M.D. 

3121  4TH  STREET,  S.W. 

P.O.  BOX  1877 
MASON  CITY  50401 
515/423-8861 


GENE  E.  MEGER,  M.D. 

ROBERT  R.  KELLER,  M.D. 

853  SECOND  AVENUE,  S.E. 

CEDAR  RAPIDS  52403 
319/365-7535 

PRACTICE  LIMITED  TO  OPHTHALMOLOGY 


ORTHOPEDICS 


JAMES  R.  ROCHELLE,  M.D. 

715  HARMONY,  SUITE  301 
COUNCIL  BLUFFS  51503 
712/328-5970 

PRACTICE  LIMITED  TO  ORTHOPEDICS 


OTOLARYNGOLOGY 


DUBUQUE  OTOLARYNGOLOGY  SERVICE,  P.C. 
THOMAS  J.  BENDA,  M.D. 

JAMES  W.  WHITE,  M.D. 

CRAIG  C.  HERTHER,  M.D. 

310  NORTH  GRANDVIEW 
DUBUQUE  52001 
319/588-0506 


IOWA  HEAD  AND  NECK  ASSOCIATES,  P.C. 
ROBERT  T.  BROWN,  M.D. 

EUGENE  PETERSON,  M.D. 

RICHARD  B.  MERRICK,  M.D. 

3901  INGERSOLL 
DES  MOINES  50312 
515/274-9135 


OTO.  — HEAD  & NECK  SURGICAL 
ASSOCIATES,  P.C. 

THOMAS  A.  ERICSON,  M.D. 

STEVEN  R.  HERWIG,  D.O. 

1215  PLEASANT,  SUITE  408 
DES  MOINES  50309 
515/283-5780 
1/800/248-4443 

EAR,  NOSE  AND  THROAT  SURGERY, 
FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 


WOLFE  CLINIC,  P.C. 

MICHAEL  W.  HILL,  M.D. 

DANIEL  J.  BLUM,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1566 
WOLFE  CLINIC,  P.C. 

4800  WESTOWN  PARKWAY  REGENCY  #3 
WEST  DES  MOINES  50265 
515/223-8685 

OTOLARYNGOLOGY-HEAD  AND  NECK 
SURGERY,  FACIAL  PLASTIC  SURGERY, 
ALLERGY 


PHILLIP  A.  LINQUIST,  D.O.,  P.C. 

1000  ILLINOIS 
DES  MOINES  50314 
515/244-5225 

EAR,  NOSE  AND  THROAT  SURGERY, 
FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 


ROBERT  G.  SMITS,  M.D.,  P.C. 

MERCY  MEDICAL  PLAZA 
421  LAUREL,  SUITE  402 
DES  MOINES  50314 
515/244-8152 
1/800/622-0002 

EAR,  NOSE  AND  THROAT  SURGERY, 

FACIAL  PLASTIC  SURGERY  AND  HEAD  AND 
NECK  SURGERY 


EASTERN  IOWA  HEAD  & NECK  SURGERY,  P.C. 
JAMES  E.  SPODEN,  M.D.,  F.A.C.S. 

1030  5TH  AVENUE,  S.E.,  SUITE  2000 
CEDAR  RAPIDS  52403 
319/365-3883 


PATHOLOGY 


LABORATORY  OF  CLINICAL  MEDICINE 
ORLYN  ENGELSTAD,  M.D. 

L.  JEFF  RISSMAN,  M.D. 

1150  SIXTH  AVENUE 
DES  MOINES  50314 
515/244-5075 
CLINICAL  CHEMISTRY, 
RADIOIMMUNOASSAY, 
MICROBIOLOGY,  CYTOPATHOLOGY, 
HEMATOLOGY  AND  SURGICAL 
PATHOLOGY 


CLINICAL  LABORATORIES 

GERALD  WEDEMEYER,  M.D.,  F.C.A.P. 

819  LINCOLNWAY 

AMES  50010 

515/233-2316 

CONSULTATION  IN  LABORATORY 
MEDICINE  AND  PATHOLOGY 


PHYSICAL  MEDICINE  & 
REHABILITATION 


PHYSIATRY  ASSOCIATES 
WILLIAM  D.  DEGRAVELLES,  JR.,  M.D. 
CHARLES  F.  DENHART,  M.D. 

MARVIN  M.  HURD,  M.D. 

WILLIAM  C.  KOENIG,  JR.,  M.D. 

KAREN  KIENKER,  M.D. 

MARK  R.  WILSON,  M.D. 

YOUNKER  MEMORIAL  REHABILITATION 
CENTER 

IOWA  METHODIST  MEDICAL  CENTER 
1200  PLEASANT 
DES  MOINES  50308 


PSYCHIATRY 


CAVALLIN  AND  ASSOCIATES,  P.C. 

HECTOR  W.  CAVALLIN,  M.D. 

1301  PENNSYLVANIA,  SUITE  116 
DES  MOINES  50316 
515/265-1149 

PSYCHIATRIC  AND  PSYCHOLOGICAL  SERV- 
ICES FOR  ADULTS,  ADOLESCENTS,  CHIL- 
DREN AND  INFANTS 


PULMONARY  MEDICINE 


CHEST,  INFECTIOUS  DISEASES  & 
ASSOCIATES,  P.C. 

ROGER  T.  LIU,  M.D. 

STEVEN  G.  BERRY,  M.D. 
DONALD  L.  BURROWS,  M.D. 
MICHAEL  WITTE,  D.O. 
PULMONARY  DISEASES 
1000  SEVENTY-THIRD  STREET 
SUITE  #3,  WESTGATE  PLAZA 
DES  MOINES  50311 
24  HOUR  515/224-1777 


SURGERY 


JOHN  G.  GANSKE,  M.D. 

1301  PENNSYLVANIA,  SUITE  312 
DES  MOINES  50316 
515/266-6558 

PLASTIC,  RECONSTRUCTIVE  AND 
HAND  SURGERY 


A.  B.  GRUNDBERG,  M.D. 

1440  PLEASANT 
DES  MOINES  50309 
515/288-5759 

ORTHOPAEDIC  SURGERY,  SURGERY  OF 
THE  HAND 


PLASTIC  SURGERY  INSTITUTE,  P.C. 
JAMES  O.  STALLINGS,  M.D. 

528  UNIVAC  BUILDING 
1025  ASHWORTH  ROAD 
WEST  DES  MOINES  50265 
515/225-7107 

Telephone  answered  day  or  night 

AESTHETIC  PLASTIC  SURGERY, 
RECONSTRUCTIVE  PLASTIC  SURGERY, 
SURGERY  OF  THE  HAND, 
MICROVASCULAR  PLASTIC  SURGERY 


SINESIO  MISOL,  M.D. 

1045  FIFTH  STREET 
DES  MOINES  50314 
515/244-7272 

ORTHOPEDIC  SURGERY,  SURGERY  OF 
THE  HAND 


WENDELL  DOWNING,  M.D. 

1212  PLEASANT  STREET,  SUITE  410 
DES  MOINES  50309 
515/283-5767 

DISEASES  AND  SURGERY  OF  THE  COLON 
AND  RECTUM 
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In  the  Public  Interest 


Focus  on  Public  Health  Issues 


Never  is  the  concern  of  organized  medi- 
cine for  our  citizens'  continued  good 
health  so  apparent  as  at  the  annual  Iowa  Med- 
ical Society  House  of  Delegates  meetings. 

As  in  the  past  years,  physicians  from 
across  Iowa  representing  their  county  societies 
at  the  1988  IMS  House  of  Delegates  considered 
a number  of  "in  the  public  interest"  policy 
proposals.  Following  is  a recap  of  public  health 
resolutions  considered  by  the  House  and  re- 
ferred to  various  IMS  committees.  Over  the 
next  year,  these  committees  will  investigate 
the  proposals  further  and  make  recommen- 
dations on  how  they  can  best  be  carried  out. 

AIDS  . . . Before  next  year's  House  of 
Delegates  meeting,  IMS  officials  will  be  ex- 
ploring a number  of  proposals  aimed  at  man- 
aging the  AIDS  crisis  and  preventing  further 
spread  of  this  tragic  disease.  Various  AIDS 
testing  programs  will  be  considered  in  addi- 
tion to  several  plans  for  educating  the  public 
about  the  disease. 

ALL  TERRAIN  VEHICLES  ...  In  re- 
sponse to  a number  of  tragic  accidents  involv- 
ing ATV's,  physician  delegates  overwhelm- 
ingly supported  a resolution  to  support 
legislation  prohibiting  use  of  ATV's  by  chil- 
dren under  age  16. 

SMOKE  FREE  BUILDINGS  ...  The 

Iowa  Medical  Society  continues  to  take  an  ac- 
tive role  in  protecting  citizens  from  the  effects 
of  secondhand  smoke.  Physicians  approved  a 
resolution  directing  IMS  support  for  legisla- 
tion banning  smoking  from  all  public  buildings 
including  restaurants. 

DRUNK  DRIVERS  . . . Based  on  a rec- 
ommendation from  the  House,  the  IMS  will 
be  investigating  the  possibility  of  making  al- 
cohol-impaired drivers  in  the  medical  system 
a public  health  problem  reportable  to  the 
proper  authorities. 


ADOLESCENT  HEALTH  . . . The  House 
considered  and  referred  a number  of  resolu- 
tions regarding  adolescent  health.  IMS  phy- 
sician delegates  identified  adolescent  impaired 
drivers  as  a growing  health  problem  and  di- 
rected the  IMS  to  investigate  working  with  the 
American  Medical  Association  and  state  agen- 
cies to  develop  a prevention  and  intervention 
program.  The  IMS  also  plans  to  continue  its 
leadership  role  in  assessing  and  planning  for 
decreased  adolescent  morbidity  and  mortality. 
The  Society  and  its  Auxiliary  will  confer  with 
the  AMA  regarding  development  of  a model 
national  adolescent  risk  behavior  conference. 
Finally,  the  IMS  and  the  Auxiliary  will  inves- 
tigate the  possibility  of  placing  an  adolescent 
risk  behavior  health  education  module  at  the 
Des  Moines  Science  Center. 

FIREWORKS  SAFETY  . . . Physician 
delegates  went  on  record  as  formally  opposing 
any  efforts  to  weaken  the  current  Iowa  Spen- 
cer Fireworks  Law  or  legalize  Class  'C'  fire- 
works. 

MEDICARE  ASSISTANCE  . . . Physi- 
cian delegates  approved  a resolution  formally 
urging  all  IMS  members  to  participate  in  the 
IMS  'Medicare  Partners'  program.  Medicare 
Partners  is  a voluntary  Medicare  assignment 
program  through  which  physicians  forgive 
certain  medical  expenses  for  patients  who  meet 
certain  income  guidelines. 

These  and  other  issues  receiving  ongoing 
attention  from  organized  medicine  in  Iowa 
demonstrate  the  public  interest  is  and  will  re- 
main the  most  vital  consideration  for  Iowa 
physicians. 
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Daniel  M.  Youngblade,  M.D. 

President's  Privilege 


Physicians'  Responsibility  Toward 
Dying  Patients 


Efforts  to  define  policies  for  withdrawal 
of  life-sustaining  procedures  from  hope- 
lessly ill  or  dying  patients  are  a relatively  re- 
cent development.  As  medical  technology 
continues  to  advance,  more  decisions  deal- 
ing with  various  aspects  of  this  subject  along 
with  debate  of  crucial  ethical  questions  con- 
tinue to  surface.  Formulation  of  acceptable 
guidelines  for  physicians  treating  the  hope- 
lessly ill  or  dying  has  remained  a difficult  is- 
sue. 

Two  important  issues  must  be  consid- 
ered: the  patient's  role  in  the  decision-mak- 
ing and  a decrease  in  aggressive  treatment 
of  the  hopelessly  ill  patient  when  such  treat- 
ment would  only  prolong  an  uncomfortable 
process  of  dying.  The  patient's  right  to  make 
decisions  about  his  or  her  medical  treatment 
is  clear.  That  right,  grounded  in  both  com- 
mon law  and  constitutional  right  of  privacy, 
includes  the  right  to  refuse  life-sustaining 
treatment.  Ideally,  this  right  should  be  exer- 
cised when  the  diagnosis  and  treatment  are 
clear,  the  physician  is  skilled  and  sensitive 
and  the  patient  is  competent  and  informed. 

If  the  patient's  condition  becomes  progres- 
sively worse,  the  physician  must  rely  in- 
creasingly on  the  presumed  or  the  prestated 
wishes  of  the  patient. 

The  physician  has  a major  role  in  this 
decision-making  process.  He  or  she  has  the 
knowledge,  the  judgment  and  skills  to  pro- 
vide diagnosis  and  prognosis,  offer  treat- 


ment choices  and  explain  their  implications, 
and  assume  responsibility  for  recommended 
treatment.  Physicians  do  not  easily  accept 
that  it  may  be  best  to  do  less,  not  more,  for 
the  patient.  The  decision  to  pull  back  is 
much  more  difficult  to  make  than  the  deci- 
sion to  push  ahead  with  aggressive  support, 
and  today's  sophisticated  and  complex  medi- 
cal technology  invites  physicians  to  make 
use  of  all  the  means  at  their  disposal. 

Although  relief  of  pain  and  suffering  is 
the  primary  consideration  in  the  care  of  all 
hopelessly  ill  and  dying  patients,  differences 
in  patients'  disabilities  dictate  differences  in 
the  appropriate  form  and  intensity  of  their 
care  and  treatment. 

Few  topics  in  medicine  are  more  compli- 
cated, more  emotionally  charged  or  more 
controversial  than  the  treatment  of  the  hope- 
lessly ill  and  dying.  Technology  competes 
with  compassion,  controversy  is  inevitable 
and  legal  precedents  lag  far  behind.  The 
problem  is  least  troublesome  for  all  when  an 
informed  patient  and  an  empathetic  physi- 
cian together  confront  a clearly  defined  out- 
look. 


Daniel  M.  Youngblade,  M.D. 

President 
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A Roundtable  Discussion 


Caring  for  the  Dying 

Patient 


Physicians  tending  terminally  ill  pa- 
tients face  a number  of  extremely  dif- 
ficult emotional  issues.  For  this 
month's  special  feature,  iowa  medi- 
cine assembled  5 experts  to  discuss 
these  issues  and  how  they  are  best 
addressed.  Participants  in  the  discus- 
sion are:  Mark  Johnson,  M.D.,  a Ma- 
son City  internist  and  co-medical  di- 
rector of  Hospice  of  North  Iowa ; Ann 
MacGregor,  executive  director,  Hos- 
pice of  North  Iowa;  Agnes  Downs,  di- 
rector of  patient  care,  Hospice  of 
North  Iowa;  Theresa  Hogenson,  social 
worker,  Hospice  of  North  Iowa;  and 
Dee  Huntley,  a Mason  City  cancer 
patient. 


IOWA  MEDICINE:  What  role  does  each  of 
you  play  in  the  care  of  the  dying  patient? 

DR.  JOHNSON:  Physicians  caring  for  a 
dying  patient  must  try  to  know  the  dynam- 
ics of  the  family.  We  don't  make  much  at- 
tempt to  do  that  for  other  patients  on  a day 
in  day  out  basis.  We  try  to  provide  holistic 
medical  care  and  to  think  about  personal, 
social  and  family  implications  in  clinical  care, 
but  you  don't  do  it  at  the  same  level  as  for  a 
terminal  patient. 

There  are  2 paths  you  take  when  you're 
giving  clinical  care.  One  path  is  traditional 
care  — the  curative  approach  — trying  to 
cure  the  patient.  The  second  is  palliation, 
which  has  a flavor  and  style  that's  different. 


When  I acknowledge  a patient  is  terminal,  I 
make  a conscious  decision  to  go  down  the 
second  path.  You're  treating  symptoms  and 
supporting  the  patient  but  not  necessarily 
prolonging  their  life.  One  of  the  keys  to  giv- 
ing really  successful  care  to  terminally  ill  pa- 
tients is  to  be  able  to  make  that  decision  and 
make  it  in  a timely  fashion.  Many  physicians 
have  a hard  time  acknowledging  that  their 
patients  are  dying. 

ANN  MACGREGOR:  I'd  like  to  empha- 
size the  importance  of  the  team  concept  in 
providing  care  to  these  patients.  The  inter- 
disciplinary team  is  vital  in  provision  of  hos- 
pice care  and  directs  everything  we  do  for 
and  with  the  patient  and  family. 

AGNES  DOWNS:  I see  myself  as  a liai- 
son between  the  nurses,  the  team,  the  fam- 
ily and  the  medical  community. 

THERESA  HOGENSON:  As  the  team  so- 
cial worker.  I'm  there  for  emotional  support 
for  the  family  and  patient.  I'm  there  for  the 
nurses  as  well.  There  are  many  issues  to 
deal  with,  including  fears  of  dying  or  finan- 
cial worries.  Maybe  they're  worried  about 
how  their  spouse  can  make  it  alone  or 
they're  concerned  about  not  being  able  to 
pay  the  bills. 

IOWA  MEDICINE:  Should  and  how  should 
patients  be  told  they  are  dying? 

AGNES  DOWNS:  When  I go  to  a home, 
I'm  very  careful  to  feel  out  where  the  family 
and  patient  are  in  their  thoughts  about  the 
patient's  future.  I don't  talk  to  them  about 
dying  unless  that  is  something  they  want  to 
talk  about.  They  let  you  know  where  they 
are. 


356  / Iowa  Medicine 


Ann 

MacGregor 


We  recognize  that  no  one  per- 
son can  do  it  all  for  the  termi- 
nally ill  patient  and  family.  All 
the  disciplines  need  to  work 
together. ' 


DR.  JOHNSON:  I'm  very  forthright  with 
my  patients.  I give  them  the  opportunity  to 
stop  me  if  I'm  being  too  candid.  Occasion- 
ally, I've  had  people  or  families  say  this  is 
not  a good  time,  and  I stop.  But  I make  it 
clear  there  are  very  important  issues  to  be 
addressed.  Once  they  understand  they're 
not  going  to  survive  the  illness,  we  go  on  to 
discuss  how  they  feel  about  resuscitation, 
being  taken  back  to  the  hospital,  etc.  You 
can  only  talk  about  these  issues  if  the  pa- 
tient and  family  can  admit  the  patient  is  ter- 
minally ill.  That  sometimes  comes  over 
weeks,  even  months;  but  most  of  the  time, 
patients  and  families  are  more  prepared  than 
they  were  even  5 years  ago. 

IOWA  MEDICINE:  What  has  made  the  dif- 
ference between  now  and  5 years  ago? 

ANN  MACGREGOR:  I think  patients  are 
educated  to  the  point  that  they're  really  in 
control.  They  should  be  in  full  control  of 
what  is  done  to  them  or  for  them.  It  is  their 
right  to  have  as  much  or  as  little  information 
as  they  choose.  In  Hospice,  we  begin  at 
whatever  level  understanding  they  are  at 
and  move  from  there.  If  they  want  to  move 
forward  in  gathering  more  information  on 
what  is  going  on  medically,  we'll  facilitate 
that.  But  we  don't  push  it  or  initiate  it. 

DR.  JOHNSON:  Patients  have  a right  to 
denial.  Some  patients  die  with  denial.  It's 
their  only  defense  mechanism.  Who  are  we 


to  say  that's  wrong  if  that's  the  way  they 
cope? 

DEE  HUNTLEY:  I've  always  wanted  to 
know  everything;  but,  I live  one  day  at  a 
time.  Some  of  my  better  days  are  days  that  I 
act  like  anyone  else  and  don't  even  think 
about  my  cancer.  Then  I can  get  on  and 
maybe  do  something  great  for  myself  that 
day.  I think  every  cancer  patient,  although 
they're  not  in  deep  denial  all  the  time, 
sometimes  will  deny  just  in  order  to  have  a 
better  day. 

Today,  I do  not  feel  like  I'm  dying.  I 
have  cancer,  my  prognosis  is  not  good,  but 
who's  to  say  I'm  going  to  die  of  it?  I could 
be  killed  on  my  way  home  today.  I don't 
spend  a lot  of  time  dwelling  on  death  be- 
cause it  leads  to  denial.  I have  cancer  and 
it's  never  going  to  leave  me,  but  I don't  call 
myself  a dying  patient  every  day  or  I would 
die  real  soon. 

ANN  MACGREGOR:  In  Hospice,  we  talk 
about  living  rather  than  dying. 

THERESA  HOGENSON:  We  talk  about 
living  and  making  plans.  Dee,  for  example, 
is  going  to  Washington  soon.  I think  that's 
fantastic.  Patients  need  to  be  able  to  set 
some  goals  and  carry  them  out.  That's  liv- 
ing, not  dying. 

IOWA  MEDICINE:  Elizabeth  Kubler-Ross 
defines  5 stages  of  dying  as  denial,  anger, 
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'You  can't  help  patients  live 
each  day  to  the  fullest  if  you 
can't  help  them  control  the  bad 
symptoms  and  the  pain.' 
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bargaining,  depression  and  acceptance. 

How  can  you  best  help  the  patient  through 
the  first  4 stages  into  the  last  one? 

THERESA  HOGENSON:  I think  most  of 
it  is  just  listening,  being  there  to  answer 
questions,  helping  them  realize  those  are 
normal  things  for  them  to  go  through.  Most 
patients  don't  go  through  these  in  sequence, 
they  flip  flop  from  stage  to  stage  and  may 
never  get  to  the  acceptance  stage.  You  can't 
push  them  through  the  stages.  A lot  de- 
pends on  their  life  experiences,  how  they've 
handled  things  before. 

AGNES  DOWNS:  They  may  never  go 
through  5 stages,  they  may  go  through  one 
stage  on  to  acceptance.  It's  not  necessary  to 
go  through  all  the  stages.  It  depends  a lot 
on  age,  what  kind  of  family  involvement 
they  have. 

DEE  HUNTEEY:  I've  gone  through  all 
those  stages.  Sometimes,  I go  back  and  feel 
them  again.  Some  days  I get  up  and  I feel 
angry  because  I can't  go  to  work  that  day.  I 
feel  this  even  when  I've  gotten  to  the  last 
stage  where  I have  hope  of  being  able  to  ac- 
cept everything. 

DR.  JOHNSON:  Which  stage  is  the  most 
difficult  to  deal  with? 

DEE  HUNTEEY : I have  a real  problem 
with  the  anger  stage  beause  I know  I've  got 


'I  don't  spend  a lot  of  time 
dwelling  on  death  because  it 
leads  to  denial.  I have  cancer 
and  it's  never  going  to  leave 
me , but  I don't  call  myself  a 
dying  patient  every  day  or  I 
would  die  real  soon.' 


to  get  rid  of  it  in  order  to  move  on.  But,  at 
least  I recognize  it. 

IOWA  MEDICINE:  Are  antidepressant 
drugs  useful  during  the  depression  stage? 

DR.  JOHNSON:  We  use  antidepressants 
liberally  because  studies  very  clearly  show 
they  are  appropriate.  Anywhere  from  40- 
50%  of  patients  who  are  terminally  ill  have 
clinical  depressions.  Certain  patients  are 
prone  to  depression  and  others  are  not.  For 
the  most  part,  patients  who  respond  to  anti- 
depressants stay  on  them  the  majority  of  the 
time.  We  try  to  identify  these  people  early 
because  they  can  be  immensely  better  with 
medication.  If  we  have  any  question,  we 
often  give  them  an  antidepressant  therapy 
trial  of  3 to  4 weeks. 

IOWA  MEDICINE:  What  can  be  done  for 
the  patient  who  is  not  helped  by  pain  ther- 
apy, whose  pain  can't  be  alleviated? 

AGNES  DOWNS:  We  don't  allow  that  to 
happen.  Symptom  control  is  a top  priority. 
You  can't  help  patients  live  each  day  to  the 
fullest  if  you  can't  help  them  control  the  bad 
symptoms  and  the  pain.  Pain  and  symptom 
control  is  an  ongoing  thing.  There  are  lots  of 
other  things  you  can  do  for  them  besides 
medication.  It  takes  a lot  of  discussion. 

DR.  JOHNSON:  From  the  day  we  admit 
a patient  to  Flospice,  we  establish  credibility 
with  that  patient  and  the  family  by  relieving 
symptoms.  If  you  can't  do  that  you  can't  go 
on  to  all  the  other  things  that  need  to  be 
done.  We  are  very  aggressive  in  controlling 
their  discomfort.  This  means  the  nurses  on 
the  Hospice  team  have  discretion  in  dosing 
because  they  are  in  the  home  with  the  pa- 
tient. 

IOWA  MEDICINE:  How  can  family  mem- 
bers be  counseled  to  cope  with  the  terminal 
illness  of  a loved  one? 

DR.  JOHNSON:  From  my  observations, 
these  patients  are  worried  most  about  the 
people  they  will  leave  behind.  They  don't 
grieve  for  themselves,  they  grieve  for  those 
who  will  be  left.  Most  patients  come  to  a 
pretty  good  reconciliation  of  the  fact 
they're  no  longer  going  to  be  there  physi- 
cally. They  have  a hard  time  coping  with  the 
realization  that  others  are  going  to  have  to 
live  without  them. 
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AGNES  DOWNS:  We  do  our  best  to  en- 
courage communication  between  the  patient 
and  family  members. 

THERESA  HOGENSON:  We  try  to  pro- 
vide support  for  family  members,  help  them 
find  the  strength  and  courage  to  survive 
this.  Hospice  also  has  grievance  support  for 
family  members  after  the  fact.  It's  important 
for  the  patients  to  know  this  service  is  avail- 
able to  help  their  family. 

DEE  HUNTLEY:  My  family  is  really 
struggling.  I think  they  need  as  much  atten- 
tion as  I do.  But  I can't  provide  it  for  them, 
they  have  to  seek  it  themselves.  Some  of  my 
family  and  friends  are  pre-grieving.  Some 
are  reaching  out  for  help  and  some  aren't. 
They're  wishing  they  had  more  strength  to 
deal  with  it  all  but  I can't  help  them.  That's 
what's  hard. 

IOWA  MEDICINE:  How  does  hospice  care 
differ  from  hospital  care? 

ANN  MACGREGOR:  Hospice  is  not  a 
place,  but  a concept  of  care  that  involves  the 
patient  and  family.  We  can  provide  hospice 
care  in  any  setting,  though  the  emphasis  is 
on  the  home  care  setting.  Wherever  the  pa- 
tient and  family  are,  that's  where  we  direct 
our  efforts. 

THERESA  HOGENSON:  In  my  experi- 
ence, patients  are  more  comfortable  in  the 
home  setting,  particularly  when  it  comes  to 
discussing  difficult  issues. 

DR.  JOHNSON:  One  particular  differ- 
ence between  the  home  and  the  hospital  is 
that  treatment  is  patient-directed  at  home. 
Hospitals  are  set  up  for  routines.  Hospitals 
don't  have  the  flexibility  to  easily  render 
hospice  care  because  in  the  home  we  do 
whatever  the  patient  wants.  I've  had  pa- 
tients in  significant  pain  ask  not  to  be  given 
their  analgesics  because  they  want  to  be 
awake  when  the  family  is  there.  In  the  hos- 
pital, the  patient  would  get  the  medication 
anyway. 

Remember,  the  care  giver  in  the  home  is 
usually  a family  member  who  gives  anything 
of  themselves  for  that  person.  It's  hard  to 
match  that  kind  of  care  in  a hospital.  Proba- 
bly the  biggest  challenge  in  the  hospital  is  to 
render  the  same  excellent  care  that  the  fam- 
ily gives  in  the  home.  The  hospitals  are 
doing  better  as  they  become  more  familiar 
with  the  hospice  concept. 


'Physicians  also  have  to  deal 
with  the  fact  one  of  their  pa- 
tients — perhaps  a friend  — is 
dying.  It's  a painful  thing  and 
physicians  go  through  it  time 
and  time  again / 


ANN  MACGREGOR:  It's  important  to 
note  that  hospice  care  may  not  be  appropri- 
ate for  everyone.  Everyone  may  not  want  to 
stay  in  their  home  and  all  caregivers  may 
not  feel  comfortable  caring  for  a seriously  ill 
family  member.  We  try  to  facilitate  whatever 
is  the  wish  of  the  patient  and  family.  If 
someone  lives  alone  and  wants  to  remain 
there,  we  do  everything  in  our  capability  to 
help  make  that  possible.  It  takes  a lot  of  en- 
ergy and  creativity. 

IOWA  MEDICINE:  Are  physicians  aware 
enough  of  what  hospice  can  do  for  them 
and  their  patients? 

DR.  JOHNSON:  The  north  Iowa  physi- 
cians are.  We've  been  fairly  evangelical  and 
it  takes  only  one  positive  experience  with 
any  individual  physician  or  group  of  physi- 
cians and  they  are  believers  forever.  But,  in 
many  communities  hospice  is  a very  political 
animal  and  has  not  been  accepted.  Some 
physicians  feel  they're  being  preempted  in 
caring  for  their  patients. 

I admit  I feel  a brief  loss  of  control 
when  the  hospice  nurse  suggests  a better 
way  of  doing  things,  something  I haven't 
thought  of.  Physicians  are  trained  to  take  a 
leadership  role.  But  in  the  team  setting  of 
hospice,  nurses  are  peers  and  have  signifi- 
(Please  turn  to  page  360) 
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'There  are  many  issues  to  deal 
with.  Maybe  they're  worried 
about  how  their  spouse  can 
make  it  alone  or  they're  con- 
cerned about  not  being  able  to 
pay  the  bills.' 


cant  expertise  and  experience  to  aid  the  phy- 
sician. Physicians  also  have  to  deal  with  the 
fact  one  of  their  patients  — perhaps  also  a 
friend  — is  dying.  It's  a painful  thing  and 
physicians  go  through  it  time  and  time 
again.  The  hospice  team  supports  the  physi- 
cian in  this  difficult  situation. 


ANN  MACGREGOR:  We  recognize  that 
no  one  person  can  do  it  all  for  the  terminally 
ill  patient  and  family.  All  the  disciplines 
need  to  work  together.  Hospice  enhances 
the  role  of  the  physician  with  the  patient 
and  family. 

I feel  hospice  has  enhanced  the  physi- 
cians' practices  in  terms  of  relating  to  dying 
patients.  Several  physicians  have  told  me 
that,  because  of  what  hospice  does  with 
these  patients,  they  find  it  easier  to  deal 
with  the  terminal  issues.  These  are  physi- 
cians who  formerly  felt  a sense  of  inade- 
quacy in  coping  with  the  psycho-social  is- 
sues of  the  dying  patient  and  family. 

DEE  HUNTEEY:  My  doctor  wanted  me 
to  tell  you  that,  because  of  his  patient  load, 
he  could  never  have  given  me  the  personal 
attention  Hospice  of  North  Iowa  has  given 
me.  I feel  bad  for  people  who  aren't  inter- 
ested in  the  program  because  it's  really 
helped  me. 

DR.  JOHNSON:  I encourage  physicians 
to  be  the  access  point  for  their  patients  even 
if  they're  not  sure  the  program  is  appropri- 
ate for  a particular  patient.  They  can  at  least 
make  the  contact  and  the  referral  and  let  the 
decision  be  made  by  the  hospice  team,  the 
patient  and  the  family. 


PHYSICIANS, 

WE  SCHEDULE  OUR  TIME 
TO  FIT  YOUR  TIME. 

We  re  very  flexible  in  the  Army  Reserve  about 
time.  We  take  into  account  your  practice,  your  time  and 
availability. 

Were  not  flexible  about  the  quality  of  medicine. 

We  demand  much  of  ourselves  and  of  every  member  of 
our  medical  team. 

If  you’d  like  to  learn  more  about  the  medical 
opportunities  in  a nearby  Army  Reserve  unit,  call  your 
Army  Medical  Personnel  Counselor: 

Major  Larry  Matthews 
(612)  854-7702  Call  Collect 

ARMY  RESERVE.  BE  ALLYOU  CAN  BE. 
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Now  available  in  Iowa: 


Hyperbaric  Oxygen  Chamber 

Shortens  recovery  time  and  provides  a cost  savings  for  patients. 

Mercy  Hospital  Medical 
Center  now  offers  a hyperbaric 
oxygen  chamber  that  enables  you 
to  treat  patients  with  slow- 
healing  wounds  in  a fraction  of 
the  time  normally  required.  The 
1,000-pound  chamber  operates  on 
the  principle  that  increased  oxy- 
gen levels  enhance  and  quicken 
the  recovery  of  selected  patients. 

The  4x8  foot  cylinder  can 
be  used  to  treat  patients  who  suf- 
fer from  carbon  monoxide 
poisoning,  smoke  inhalation, 
cyanide  poisoning,  gas  gangrene, 
decompression  sickness,  respira- 
tory airway  blockages  and  will 
enhance  the  recovery  of  slow- 
healing  wounds  by  increasing  the 
amount  of  oxygen  in  the  blood. 

In  addition,  treatment 
ensures  a substantial  cost  savings  to  patients  since  their  recovery  time  is  shorter. 

Hyperbaric  oxygen  therapy  is  offered  as  a referral  and  consultation  service  only. 
While  undergoing  treatments,  patients  remain  under  the  primary  care  of  the  referring 
physician.  Out-of-town  patients  may  be  referred  to  an  appropriate  local  physician  at 
the  discretion  of  the  referring  physician. 

The  unit  is  open  seven  days  a week,  24  hours  a day.  Monitoring  capabilities  exist 
for  critically  ill  patients.  If  patients  require  emergency  transport,  Mercy's  air  ambulance 
service  — Air  Life  — is  available. 

Call  us  to  have  your  patient  evaluated.  Our  toll-free  number  is  1-800-666-3729, 
extension  3290.  We're  here  to  help. 
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Hospice: 

A Special  Kind  of  Caring 


ANN  MACGREGOR 
Mason  City,  Iowa 


In  Iowa  and  across  America/  hospice 
symbolizes  a special  kind  of  care  for 
dying  patients  and  their  families.  The 
author  discusses  how  hospice  was 
born  and  the  services  it  provides. 


Hospice  care  has  been  provided  for  cen- 
turies. The  word  hospice,  derived 
from  Latin,  originally  meant  a shelter  for 
travellers.  In  the  middle  ages,  hospices  were 
maintained  primarily  by  religious  orders  as 
resting  places  for  pilgrims  journeying  to  the 
Holy  Land.  Hospice  signified  a place  provid- 
ing care,  nourishment  and  love. 

The  modern  hospice  evolved  in  England 
during  the  1960's.  The  first  U.S.  hospice  was 
founded  in  1974.  In  Iowa,  hospice  was  es- 
tablished in  1978,  the  same  year  the  National 
Hospice  Organization  (NHO)  was  founded. 
NHO  focuses  on  promoting  the  hospice  con- 
cept and  high  quality  standards  for  hospice 
care. 

The  hospice  philosophy  as  stated  by 
NHO,  is  as  follows: 


Ann  MacGregor  is  executive  director  of  Hospice  of  North  Iowa, 
president  of  the  Iowa  Hospice  Organization  and  a board  member  for 
the  National  Hospice  Organization. 


"Hospice  provides  support  and  care  for  persons 
in  the  last  phases  of  incurable  disease  so  that  they 
may  live  as  fully  and  comfortably  as  possible. 
Hospice  recognizes  dying  as  part  of  the  normal 
process  of  living  and  focuses  on  enhancing  the 
quality  of  remaining  life.  Hospice  affirms  life  and 
neither  hastens  nor  postpones  death.  Hospice  ex- 
ists in  the  hope  and  belief  that  through  appro- 
priate care,  and  the  promotion  of  a caring  com- 
munity sensitive  to  their  needs,  patients  and  their 
families  may  be  free  to  attain  a degree  of  mental 
and  spiritual  preparation  for  death  that  is  satis- 
factory to  them."1 

The  modern  hospice  is  a concept.  It  is 
ideas  and  attitudes  supporting  services 
based  on  a holistic  approach  to  living  and 
dying. 

In  America,  health  care  services  have 
followed  the  availability  of  heath  care  dol- 
lars. Hospice  may  well  be  an  exception  to 
that  pattern.  The  concept  evolved  from  the 
perspective  of  early  leaders  who  felt  dying 
patients  were  not  adequately  supported  by 
traditional  means. 

During  the  “grass  roots"  period,  hos- 
pice activity  poured  into  communities  across 
the  country.  Organizations  assumed  many 
forms,  expressing  community  need  and 
leadership  style.  In  1987,  NHO  reports  an 
estimated  1,683  hospice  programs  provided 
care  to  the  terminally  ill.2  Of  these,  42%  are 
independent,  27%  are  hospital  based,  22% 
are  home  health  agency  based  and  the  rest 
are  coalition  models,  nursing  home  or  HMO 
based.1  There  is  no  right  or  wrong  model. 
Each  program  reflects  the  viewpoints  of  its 
founders  and  the  match  between  community 
characteristics  and  available  resources. 
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What  distinguishes  hospice  care  from 
more  traditional  services? 

• Patients  are  usually  accepted  into  a 
program  when  their  life  expectancy  is  felt  to 
be  6 months  or  less.  However,  not  all  pro- 
grams have  a specified  time  limit.  Physicians 
are  encouraged  to  make  early  referrals  to 
provide  support  prior  to  the  last  few  weeks 
of  life.  The  majority  of  patients  have  a ma- 
lignant disease  but  other  diagnoses  are  also 
considered  appropriate  for  hospice  care. 

Data  gathered  by  NHO  for  1986  indicates 
32%  of  all  patients  dying  of  cancer  were 
served  by  a hospice  program  of  care.1 

• Hospice  considers  the  dying  person 
and  their  family  as  the  unit  of  care.  Inclu- 
sion of  the  family  is  essential.  Family  mem- 
bers, serving  as  primary  caregivers,  also 
need  care  and  support  to  relieve  their  stress. 

• An  interdisciplinary  team  that  in- 
cludes physicians,  nurses,  social  workers, 
psychologists,  clergy,  therapists  and  others 
is  utilized.  No  one  individual  can  provide  to- 
tal care  to  a dying  patient  and  family.  The 
team  approach  insures  the  care  is  compre- 
hensive and  continuous.  Weekly  team  con- 
ferences are  the  rule  and  communication  is 
the  key. 

• Hospice  care  centers  on  maintaining 
the  patient  at  home  but  may  provide  serv- 
ices in  any  setting.  The  original  founders  of 
hospice  encouraged  care  outside  traditional 
institutional  settings. 

• Trained  volunteers  augment  staff 
services  and  provide  special  support  to  the 
patient  and  family.  Fundamental  to  the  hos- 
pice philosophy  is  preservation  of  the  tie  be- 
tween the  patient  and  the  community  to 
minimize  isolation  during  the  last  phase  of 
illness.  Community  volunteers  perform  this 
function  by  reaching  out  to  the  family.  The 
volunteer  enables  all  involved  to  remain  in 
contact  with  the  world  beyond  their  own 
home  and  the  hospice. 

• Services  are  available  24  hours  a day 
to  respond  to  the  needs  of  the  terminally  ill. 
This  provides  a high  degree  of  security  and 
comfort  for  the  patient  and  family. 

• Though  hospice  helps  prepare  family 
and  friends  for  the  death  of  a loved  one,  ad- 
ditional support  is  always  needed  after  the 
loss  occurs.  Bereavement  support  and  follow 
up  are  available  to  the  family. 


The  role  of  the  physician  in  providing 
hospice  care  is  critical.  The  hospice  team 
considers  the  physician  as  a leader  in  the 
plan  of  treatment  and  care. 

Hospice  programs  also  have  medical  di- 
rectors who  assist  in  the  development  and 
implementation  of  specific  protocols  and  pol- 
icies. They  may  be  paid,  but  most  are  volun- 
teers. They  are  valuable  in  maintaining  con- 
tact with  the  attending  physician  and 
serving  as  consultants.  They  stay  abreast  of 
current  hospice  theories  and  practices,  espe- 
cially in  pain  and  symptom  control.  They  at- 
tend interdisciplinary  team  meetings  and 
serve  as  vital  sources  of  information  and 
support  for  the  team. 

“Death  Closes  All:  But  Something  Ere  the 

End 

Some  Work  of  Noble  Note  May  Yet  Be 

Done."3 

Doctors  faced  with  a patient  whose  dis- 
ease is  clearly  ineradicable  still  sometimes 
say  there  is  nothing  more  to  be  done.  This 
statement  reflects  the  difficulty  medical  staff 
can  have  switching  their  commitment  from 
treatment  for  cure  to  palliative  control  of  dis- 
tress caused  by  persistent  and  uncontrollable 
disease.  Throughout  the  last  phases,  the  pa- 
tient needs  the  same  detailed  approach  as 
when  the  original  diagnosis  was  made.  The 
treatment  will  demand  much  of  the  physi- 
cian's time  and  expertise  and  the  skills  of 
other  professions.4 

Physicians  should  consider  referrals  to  a 
hospice  program  as  early  as  is  deemed  ap- 
propriate if  hospice  intervention  is  to  be 
maximally  effective.  When  physicians  partic- 
ipate in  this  phase  of  care  and  are  respon- 
sive to  the  suggestions  of  the  hospice  team, 
an  effective  working  relationship  can  be  de- 
veloped which  provides  the  greatest  benefits 
to  the  patient  and  family. 

Dramatic  changes  in  health  care  have 
occurred  during  the  last  decade.  It  is  not 
surprising  that  efforts  to  organize  hospice 
care  have  been  affected.  Standards,  regula- 
tions, licensure  and  reimbursement  were  in- 
evitable developments. 

The  future  of  hospice  depends  on  devel- 
oping policies  and  supporting  research 
which  validates  the  concept.  The  advantages 
of  hospice  care  versus  traditional  terminal 
(Please  turn  to  page  364) 
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care  must  be  analyzed  and  cost  effectiveness 
demonstrated. 

I believe  the  essence  of  hospice  will  sur- 
vive. If  hospice  care  can  be  maintained  as 
skilled,  intensive  and  compassionate,  it  will 
remain  the  preferred  form  of  care  for  termi- 
nally ill  patients  and  their  families.  Commit- 
ment to  quality,  attention  to  detail,  focus 
upon  the  patient  and  family  as  the  unit  of 
care  and  the  effective  use  of  an  interdiscipli- 
nary team  provide  a model  for  other  health 
care  disciplines. 

Continued  development  of  successful 
hospice  programs  will  assure  humane,  pal- 
liative care  for  dying  patients  and  families. 
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Why  Buy  Equipment  For  Your 
Practice  . . . LEASE  IT  . . . and 
Increase  Your  Profits! 

Bankers  Leasing  Company  can  help  you  real- 
ize more  profits,  through  a specially-planned 
leasing  program  designed  to  fit  your  individual 
practice  needs.  Consider  these  advantages: 

• Leasing  lets  you  retain  cash  in  your  prac- 
tice and  keep  your  working  capital  working 
for  you 

• Lease  payments  are  100%  tax  deductible, 
when  properly  qualified 

• Leased  equipment  eliminates  obsoles- 
cence, allows  you  to  always  work  with  the 
latest  equipment  to  maintain  maximum  effi- 
ciency 

There  are  many  other  advantages  in  a pro- 
fessionally-planned Bankers  Leasing  program. 
Call  or  write  for  more  information. 

Bankers  Leasing  Company 

ATTN;  Jerry  Xanders  or  Dave  Selden 
1113  Locust  Street  • Des  Moines,  Iowa  50308 
Phone;  515/243-3690  or  Iowa  toll-free:  1-800-622-8335 


Just  as  the  human  heart  controls  the  functions  of  the  body, 

effective  management  is  the  heart  of  an  efficient  medical  office. 

To  make  the  heart  of  your  office  stronger,  healthier, 
give  it  a dose  of  SOFTACTICS. 

What  is/who  are  SOFTACTICS? 

A company  made  up  of  individuals  who  make  it  their  business  to  know  exactly  what  your  medical  office 
needs.  It  is  and  they  are  a professional  computer  software  firm  with  the  ability  and  equipment  to  design 
and  develop  software  that  is  among  the  most  technologically  advanced  on  the  market  today.  Software  customized 
to  fit  your  medical  office’s  special  management  requirements.  Affordable  software.  Software  that  handles 
insurance  claims,  patient  scheduling  and  billing,  general  ledger,  accounts  payable,  and  payroll  — all  fast 
and  accurately. 

For  more  information,  call  SOFTACTICS  today. 

1200  35TH  STREET 

^ SUITE  208 

WEST  DES  MOINES.  IOWA  50265 
(515)  224-4565 
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Rev.  Alden  C.  Hebard 

Questions  and  Answers 


Spiritual  Aid  for  Dying  Patients 


The  author,  minister  of  membership 
at  the  Plymouth  Congregational 
United  Church  of  Christ  in  Des 
Moines,  outlines  the  role  clergy  play 
in  assisting  terminally  ill  patients  and 
discusses  how  physicians  and  minis- 
ters can  facilitate  each  other's  efforts 
on  behalf  of  such  patients. 


How  can  the  clergy  help  terminally  ill  pa- 
tients? 

So  much  depends  on  the  existing  rela- 
tionship of  trust  and  friendship.  Beyond  this 
are  variables  which  need  to  be  identified, 
such  as  traditions  of  religious  faith  and  style, 
the  level  of  articulation  and  understanding 
and  the  personal  resources  the  patient  has. 

Is  there  a family  in  the  picture?  Friends? 

How  united  is  this  support?  Using  Kubler- 
Ross  definitions,  where  is  the  patient?  Does 
the  patient  want  to  talk  about  approaching 
death?  This  is  no  time  to  extract  a conver- 
sion or  to  violate  the  protective  space  the  pa- 
tient may  have  established.  We  can't  gener- 
alize, since  each  patient  is  an  individual  and 
is  surrounded  by  a unique  galaxy  of  envi- 
ronments. 

With  these  qualifiers,  I try  to  help  the 
patient: 

• stay  in  control  as  long  as  possible 

• use  and  trust  the  resources  of  her/his 
environment 


• express  feelings,  and  to  use  my 
friendship  as  needed 

• believe  that  life  does  have  meaning, 
and  has  been  okay 

• know  that  the  God  of  love  and  grace 
whom  I represent  by  my  presence  is  here 

I use  language  in  keeping  with  the  reli- 
gious vocabulary  of  the  patient,  but  the  in- 
tent is  to  be  a stabilizing,  dependable  friend 
who  is  in  touch  with  larger  frameworks  of 
life,  and  life  after  life.  I keep  trying  to  imag- 
ine what  I would  think  and  feel  in  that  same 
place,  and  aim  my  conversations  accordingly. 

How  can  you  help  a patient  who  has  a fear  of 
dying? 

By  being  honest  and  understanding.  No 
one  is  immune  to  this  fear.  So  many  things 
inhere:  the  sense  of  loss,  the  unknown,  the 
fear  of  terminal  pain  and  all  the  cosmic  and 
religious  imagery  collected  over  the  years. 
Perhaps  some  event  or  relationship  needs  to 
be  “put  to  right." 

I try  to  help  by  being  available  and 
open,  letting  the  patient  know  I can  be 
trusted.  My  faith  tradition  teaches  that  "it 
will  be  alright,"  and  when  appropriate  I can 
verbalize  this.  It  is  a time  to  embrace  and  to 
agonize  with,  not  a time  for  cliches.  I en- 
courage patients  to  draw  on  whatever  per- 
sonal resources  of  faith  and  belief  they  pos- 
sess. We  draw  on  scripture,  prayer  and  the 
presence  of  God's  spirit.  Fear  is  not  over- 
come by  courage;  it  is  overcome  by  love. 
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How  do  you  counsel  with  family  members  of 
a terminally  ill  patient? 

How  important  to  know  these  family 
members  if  possible  and  to  assess  the 
"chemistry"  at  work  among  them  as  they  re- 
late to  each  other  and  to  the  patient!  There 
are  many  expectations  at  work  in  these  situ- 
ations. 

I try  to  help  the  family  realize  what  is 
taking  place  and  try  to  interpret  how  the  pa- 
tient seems  to  desire  to  play  out  the  situa- 
tion. I may  need  to  interpret  some  of  the 
medical  intervention,  encourage  the  timeli- 
ness of  "exit  conversations"  and  help  family 
members  work  through  their  own  denials 
and  fears. 

A living  will  may  have  been  written.  In 
any  case,  an  agreement  on  the  aggressive- 
ness of  treatment  and  palliation  needs  to  be 
reached.  Inadequacies  in  the  family  relation- 
ships are  often  exposed  in  these  critical  mo- 
ments and  they  can  influence  actions  and 
feelings.  Clergy  can  help  to  clarify  the  values 
involved  and  bring  religious  resources  into 
play. 


What  is  the  relationship  between  the  physi- 
cian and  the  pastor  in  such  a situation?  Is 
there  enough  communication? 

Unless  the  doctor  and  the  pastor  are 
friends  and  meet  at  the  club  or  at  church,  it 
is  unlikely  there  will  be  any  communication. 
Both  are  care  givers  and  both  are  busy  peo- 
ple involved  in  their  own  disciplines.  Both 
are  concerned  with  the  patient's  well-being. 
Some  physicians  cannot  deal  with  death, 
which  they  see  as  a defeat  to  their  interven- 
tion; some  clergy  feel  doctors  resent  the  cler- 
gy's intrusion  onto  "their"  turf. 

Clergy  can  be  a humanizing  presence  in 
an  environment  of  machines  and  procedures 
frightening  and  foreign  to  the  laity.  It's  more 
than  a stereotype  needed  (the  physician 
looking  after  the  body  and  the  clergy  after 
the  soul).  It  is  a sense  of  teamwork  and  a 
recognition  the  patient  is  a whole  person 
whose  spiritual  attitude  has  a bearing  upon 
the  efficacy  of  medical  treatment.  I respect 
the  skill  and  knowledge  of  the  physician  and 
always  appreciate  the  doctor  who  makes  me 
feel  included  in  the  care  plan. 
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TENS  for  Post-Surgical  Analgesia 
Following  Gastroplasty 


JAMES  M.  CATERINE,  M.D.,  F.A.C.S. 
DAVID  C.  SMITH,  M.D. 

JOSE  OLIVENCIA,  M.D. 

Des  Moines,  Iowa 


Transcutaneous  Electrical  Nerve  Stim- 
ulation (TENS)  is  recognized  as  a useful 
adjunct  in  treatment  of  chronic  pain. 
In  post-operative  patients,  it  reportedly 
decreases  the  need  for  narcotics  and 
reduces  incidence  of  post-operative 
atelectesis  and  ileus.  The  authors  dis- 
cuss a study  of  post-operative  patients 
done  to  determine  the  pain  relieving 
effectiveness  of  TENS. 


The  study  compared  the  amount  of  post- 
operative medication  and  incidence  of 
post-operative  pulmonary  and  gastrointestinal 
complications  between  25  patients  using 
Transcutaneous  Electrical  Nerve  Stimulation 
(TENS  group)  and  25  patients  upon  whom  it 
was  not  used  (Non-TENS  group). 


Dr.  Caterine  is  a general  surgeon  and  practices  in  Des  Moines.  Dr. 
Smith  is  a general  surgeon  associated  with  Dr.  Caterine.  Dr.  Olivencia 
specializes  in  diseases  of  obesity  and  practices  in  Des  Moines. 


All  50  patients  were  morbidly  obese, 
weighing  at  least  100  lbs.  over  ideal  weight. 
All  patients  had  a vertical  ring  gastroplasty 
performed  through  a zyphoid  to  umbilicus 
midline  incision.  In  all  instances  the  procedure 
was  completed  in  1 hour  or  less.  A Gomez 
frame  with  attached  retractor  blades  was  uti- 
lized in  all  patients.  The  surgery  was  per- 
formed by  the  same  2 surgeons. 

The  average  weight  of  the  TENS  group 
was  264.2  lbs.  while  the  Non-TENS  group  av- 
eraged 255.5  lbs.  The  average  age  of  the  TENS 
group  was  35.12  with  24  females  and  1 male. 
The  Non-TENS  group  was  37.72  with  23  fe- 
males and  2 males  (Table  1). 

The  unit  used  on  all  patients  in  the  TENS 
group  was  a Selectra®  Dual-Channel  TENS 
7720  manufactured  by  Medtronic.  The  unit  was 
pre-set  at  a rate  of  85  Hertz  and  pulse  width 
of  50  microseconds.  The  intensity  or  amplitude 
range  was  2-99  milliamperes  determined  by 
the  individual  patients  tolerance.  At  comple- 
tion of  the  procedure,  sterile  37  mm  x 250  mm 
TENZCARE  strip-electrodes  with  self-adhe- 
sive backing  were  applied  to  both  sides  of  the 
vertical  incision  which  was  moistened  with 
sterile  water  to  enhance  conductivity. 

All  patients  spent  the  first  post-operative 
night  in  the  surgical  intensive  care  unit  and 
were  transferred  to  a general  bed  the  next 
morning.  All  patients  were  attended  by  nurs- 
ing personnel  instructed  in  the  use  of  the  TENS 
unit.  Detailed  instructions  in  its  use  were  given 
to  the  patients  in  the  TENS  groups  by  the  nurs- 
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ing  staff.  Patients  began  using  the  TENS  unit 
immediately  following  recovery  from  the  an- 
esthetic. 

Demerol  75  mg  with  Vistaril  was  the  usual 
analgesic  medication  for  the  TENS  group. 
Demerol  100  mg  without  Vistaril  was  used  for 
the  Non-TENS  group.  (The  difference  reflects 
the  individual  preference  of  the  2 surgeons 
involved  in  this  study.) 

Both  groups  were  monitored  for  6 post- 
operative days  plus  the  day  of  surgery.  Most 
were  dismissed  on  the  seventh  post-operative 
day. 

Pre-operative  and  post-operative  chest  x- 
rays  were  taken  on  all  patients.  The  post-op- 
erative films  were  taken  in  the  SICU  the  morn- 
ing of  the  first  post-op  day. 

Results 

The  patients  in  the  Non-TENS  group  used 
fewer  injections  of  narcotics  on  all  post-oper- 
ative days  including  the  day  of  surgery  (Table 
2).  The  Non-TENS  group  required  an  average 
total  of  14.56  injections  while  the  TENS  group 
needed  21.24  doses  (Table  3).  A difference  of 
32%  fewer  narcotic  injections  were  required  in 
the  Non-TENS  group  of  patients.  It  should  be 
pointed  out  there  was  no  significant  difference 
in  the  total  amount  of  Demerol  used  between 
the  2 groups  because  the  Non-TENS  group 
received  25  mg  more  Demerol  in  each  injection 
but  without  the  Vistaril  given  the  TENS  group. 

The  TENS  group  had  more  x-ray  con- 
firmed pulmonary  complications  than  the  Non- 
TENS  group  (Table  4).  The  Non-TENS  group 
had  3 cases  of  atelectesis  and  1 case  of  pleural 
effusion  while  the  TENS  group  had  6 cases  of 
atelectesis  and  1 case  of  pulmonary  edema. 

No  appreciable  difference  in  the  degree  or 
amount  of  post-operative  ileus  was  noted  be- 
tween the  2 groups  of  patients. 

Discussion 

Based  on  our  results,  TENS  did  not  de- 
crease the  need  for  narcotics  or  the  incidence 
of  post-operative  pulmonary  complication. 
This  is  consistent  with  results  reported  by  a 
study  conducted  by  Gilbert  but  contrary  to 
other  reports  in  the  literature.1'23'4  We  have 
investigated  various  possibilities  to  explain 
why  our  results  differ  from  those  in  the  liter- 
ature. Cooperman  et  al  reported  that  if  nar- 
cotics were  used  pre-operatively  little  or  no 
relief  was  noted  post-operatively  with  TENS.2 


TABLE  1 

STUDY  GROUP  DATA 


Patient  Profile 

TENS 

No  TENS 

Sex:  Male 

2 

3 

Female 

23 

22 

Average  Weight 

264  lbs 

255  lbs 

Age  (years) 

35.12 

37.72 

TABLE  2 


6 


POST-OP  DAY 


TABLE  3 

AVERAGE  INJECTIONS  PER  PATIENT 


TABLE  4 

COMPLICATIONS 


TENS  No  TENS 

Atelectasis  6 3 

Pulmonary  Edema  1 1 

None  18  21 
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The  TENS  group  was  pre-medicated  with  the 
same  medicants  as  the  Non-TENS  group.  This 
included  a narcotic  in  most  instances  but  did 
vary  according  to  the  individual  preference  of 
the  particular  anesthesiologist. 

We  are  unaware  of  any  studies  proving 
an  antagonistic  effect  of  Vistaril  with  TENS. 
Nevertheless,  this  medication  exclusively  used 
post-operatively  in  the  TENS  group  may  have 
had  some  effect  on  the  results  seen  in  the  TENS 
group.  Generally  Vistaril  is  thought  to  en- 
hance the  analgesic  effect  of  Demerol. 

Inspection  of  the  individual  TENS  units 
established  they  were  not  malfunctionary  and 
were  correctly  pre-set.  Procedural  review  with 
the  nursing  staff  revealed  no  discrepancy  in 
proper  patient  use  of  the  unit. 

Both  groups  shared  the  problem  of  mor- 
bid obesity.  Very  thick  layers  of  adipose  tissue 
in  the  anterior  abdominal  wall  was  the  usual 
finding.  It  is  possible  the  electrodes  were  not 
placed  close  enough  to  each  other  to  obtain  an 
arc  deep  enough  to  penetrate  the  excess  fat 
and  reach  the  muscle  wall.  The  square  wave- 
form provides  deeper  penetration  and  was  uti- 
lized in  the  TENS  group.  If  the  depth  of  wave 
penetration  is  related  to  the  distance  between 
electrodes,  it  is  possible  penetration  could  be 
increased  by  placing  the  electrodes  directly  on 
each  side  of  the  abdominal  wound. 


Letters  to  Editor 


Bureaucratic  Breakthrough 
for  Iowa 

Cleft  lip  and  cleft  palate  deformity  are 
among  the  most  common  congenital  malfor- 
mations with  an  incidence  of  one  in  approxi- 
mately 600  births.  Plastic  surgeons  are  usu- 
ally able  to  make  these  children  look  so  close 
to  normal  that  the  average  person  will  never 
know  anything  was  ever  wrong.  Our  goal  is 
to  get  these  children  looking  so  good  by  the 
time  they  start  school  that  their  peers  won't 
tease  them  and  cause  them  psychological 
trauma. 


Yu  and  Carroll  report  that  placing  elec- 
trodes over  acupuncture  points  will  increase 
analgesia.5  They  use  the  Chinese  concept  of 
"CUN”  in  determining  electrode  placement. 
One  CUN  is  equal  to  a "human  inch,"  or  the 
distance  between  the  interphalangeal  joints  of 
the  index  finger.  A distance  of  8 CUN  is  rec- 
ommended when  pain  is  in  the  area  bordered 
by  the  xyphoid  and  center  of  the  umbilicus. 
The  concept  of  CUN  was  not  utilized  in  our 
study.  What  effect  this  concept  might  have 
had  on  our  TENS  group  remains  speculative. 

It  is  of  interest  that  one-third  of  the  TENS 
group  said  they  had  excess  discomfort  or  pain 
from  using  the  TENS  unit  and  that  it  did  not 
reduce  the  pain.  This  is  consistent  with  the 
findings  reported  by  Dougherty.6 
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Because  of  growth  or  lack  of  growth  in 
the  affected  part,  what  might  be  a good  re- 
sult one  year  could  be  a lousy  result  the  next 
year.  Therefore,  these  children  need  multi- 
ple operations  to  obtain  the  optimum  result. 
The  treatment  of  cleft  lip  and  cleft  palate  pa- 
tients is  a multidisciplinary  approach  encom- 
passing plastic  surgeons,  otolaryngologists, 
orthodontists,  pedodontists  and  speech  pa- 
thologists. 

Governor  Branstad  — recognizing  the 
special  needs  of  these  children  — recently 
ordered  the  people  who  run  Medicaid  to  al- 
low them  to  be  reconstructed  by  any  plastic 

(Please  turn  to  page  373) 


August  1988  / 371 


Crisis  in  black  and  white. 


Your  personal  crisis  may  be  waiting  in  the 
morning  mail.  If  so,  you’ll  want  the  best 
professional  help.  You’ll  want  a Medical 
Protective  General  Agent. 

Professional  liability  coverage  is  our  only 
business.  And  we’ve  been  providing  it  for 
almost  100  years.  Our  agents  live  in  the 
territories  they  serve  so  they  understand  the 
local  legal  climate.  And  with  the  extensive 


resources  of  the  home  office  Law  Depart- 
ment to  draw  from,  they’re  always  ready  to 
answer  your  questions  or  give  advice. 

Someday  it  may  be  you  against  a negligence 
charge.  When  that  day  comes  and  your 
professional  reputation  is  on  the  line,  you’re 
going  to  want  all  the  help  you  can  get.  To 
make  sure  you  have  it,  contact  your  Medical 
Protective  General  Agent  today. 


m MHUi  Bin—  C'rj.ytpAvir 

Vfam  a;  fog  o Wftv 


Gerry  Smeader 

Suite  537,  Merle  Hay  Tower,  3800  Merle  Hay  Road,  RO.  Box  94127,  Des  Moines,  IA  50394,  (515)  276-6202 


surgeon  to  within  the  level  of  the  state-of- 
the-art  of  plastic  surgery.  Prior  to  Governor 
Branstad's  executive  order,  Medicaid  did  not 
cover  needed  touch-ups,  classifying  them  as 
cosmetic  surgery.  All  work  on  cleft  lip  and 
cleft  palate  children  is  reconstructive  surgery 
and  should  not  be  considered  cosmetic  sur- 
gery. 

I thank  Governor  Branstad  for  his  ef- 
forts on  behalf  of  children  with  cleft  lip  and 
cleft  palate  deformity.  Obviously,  Iowa  is  a 
good  state  in  which  to  live  and  practice 
medicine.  — James  O.  Stallings,  M.D.,  Des 
Moines. 


Well  Elderly  Clinic 

We  know  that  often  physicians  do  not 
take  the  initiative  in  worthwhile  programs. 
One  of  these  programs  is  the  Well  Senior 
Citizen  Clinic.  All  over  the  state  these  clinics 
are  run  by  nurses  and  are  supported  and  fi- 
nanced by  the  state  or  federal  government, 
which  would  tell  them  what  to  do  and  what 
not  to  do. 

I met  with  a group  of  senior  citizens  in 
Charles  City  and  proposed  a Well  Senior 
Citizen  Clinic  which  I would  run  unsup- 
ported by  the  government  or  state.  I talked 
to  the  administrator  of  our  hospital  who  will 
give  us  the  medical  supplies  we  need,  free 
of  charge,  and  we  started  the  clinic. 

We  do  not  charge  and  we  will  not  treat. 
I diagnose,  advise  and  send  them  to  the 
doctor  of  their  choice.  This  is  most  satisfying 
and  I enjoy  it.  The  patients  seem  to  enjoy  it 
and  they  are  grateful. 

I think  it  might  not  be  a bad  idea  if 
other  retired  doctors  would  consider  doing 
something  similar  so  we  can  fight  govern- 
(Please  turn  to  page  374) 
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(potassium  chloride)  Sustained  Release  Tablets 


INDICATIONS  AND  USAGE:  BECAUSE  OF  REPORTS  OF  INTESTINAL  AND  GASTRIC  ULCERATION  AND 
BLEEDING  WITH  SLOW-RELEASE  POTASSIUM  CHLORIDE  PREPARATIONS,  THESE  DRUGS  SHOULD 
BE  RESERVED  FOR  THOSE  PATIENTS  WHO  CANNOT  TOLERATE  OR  REFUSE  TO  TAKE  LIQUID  OR  EF- 
FERVESCENT POTASSIUM  PREPARATIONS  OR  FOR  PATIENTS  IN  WHOM  THERE  IS  A PROBLEM  OF 
COMPLIANCE  WITH  THESE  PREPARATIONS. 

1 For  therapeutic  use  In  patients  with  hypokalemia  with  or  without  metabolic  alkalosis,  in  digitalis 
intoxication  and  in  patients  with  hypokalemic  familial  periodic  paralysis. 

2.  For  the  prevention  of  potassium  depletion  when  the  dietary  intake  is  inadequate  in  the  following 
conditions:  Patients  receiving  digitalis  and  diuretics  for  congestive  heart  failure,  hepatic  cirrhosis 
with  ascites,  states  of  aldosterone  excess  with  normal  renal  function,  potassium-losing  nephropathy, 
and  with  certain  diarrheal  states. 

3.  The  use  of  potassium  salts  in  patients  receiving  diuretics  for  uncomplicated  essential  hyperten- 
sion is  often  unnecessary  when  such  patients  have  a normal  dietary  pattern.  Serum  potassium 
should  be  checked  periodically,  however,  and  if  hypokalemia  occurs,  dietary  supplementation  with 
potassium-containing  foods  may  be  adequate  to  control  milder  cases.  In  more  severe  cases  sup- 
plementation with  potassium  salts  may  be  indicated. 

CONTRAINDICATIONS:  Potassium  supplements  are  contraindicated  in  patients  with  hyperkalemia 
since  a further  increase  in  serum  potassium  concentration  in  such  patients  can  produce  cardiac 
arrest.  Hyperkalemia  may  complicate  any  of  the  following  conditions:  Chronic  renal  failure,  systemic 
acidosis  such  as  diabetic  acidosis,  acute  dehydration,  extensive  tissue  breakdown  as  in  severe  burns, 
adrenal  insufficiency,  or  the  administration  of  a potassium-sparing  diuretic  (e  g , spironolactone, 
triamterene). 

Wax-matrix  potassium  chloride  preparations  have  produced  esophageal  ulceration  in  certain  cardi- 
ac patients  with  esophageal  compression  due  to  enlarged  left  atrium. 

All  solid  dosage  forms  of  potassium  chloride  supplements  are  contraindicated  in  any  patient  in 
whom  there  is  cause  for  arrest  or  delay  in  tablet  passage  through  the  gastrointestinal  tract.  In  these 
instances,  potassium  supplementation  should  be  with  a liquid  preparation. 

WARNINGS:  Hyperkalemia— In  patients  with  impaired  mechanisms  for  excreting  potassium,  the  ad- 
ministration of  potassium  salts  can  produce  hyperkalemia  and  cardiac  arrest.  This  occurs  most  com- 
monly in  patients  given  potassium  by  the  intravenous  route  but  may  also  occur  in  patients  given 
potassium  orally.  Potentially  fatal  hyperkalemia  can  develop  rapidly  and  be  asymptomatic.  The  use  of 
potassium  salts  in  patients  with  chronic  renal  disease,  or  any  other  condition  which  impairs  potas- 
sium excretion,  requires  particularly  careful  monitoring  of  the  serum  potassium  concentration  and 
appropriate  dosage  adjustment. 

Interaction  with  Potassium  Sparing  Diuretics— Hypokalemia  should  not  be  treated  by  the  con- 
comitant administration  of  potassium  salts  and  a potassium-sparing  diuretic  (e  g. , spironolactone  or 
triamterene)  since  the  simultaneous  administration  of  these  agents  can  produce  severe  hyperkalemia. 

Gastrointestinal  Lesions— Potassium  chloride  tablets  have  produced  stenotic  and/or  ulcerative 
lesions  of  the  small  bowel  and  deaths.  These  lesions  are  caused  by  a high  localized  concentration  of 
potassium  ion  in  the  region  of  a rapidly  dissolving  tablet,  which  injures  the  bowel  wall  and  thereby 
produces  obstruction,  hemorrhage  or  perforation 

K-DUR  tablets  contain  micro-crystalloids  which  disperse  upon  disintegration  of  the  tablet.  These 
micro-crystalloids  are  formulated  to  provide  a controlled  release  of  potassium  chloride.  The  dispersi- 
bility of  the  micro-crystalloids  and  the  controlled  release  of  ions  from  them  are  intended  to  minimize 
the  possibility  of  a high  local  concentration  near  the  gastrointestinal  mucosa  and  the  ability  of  the  KOI 
to  cause  stenosis  or  ulceration.  Other  means  of  accomplishing  this  (e  g . incorporation  of  potassium 
chloride  into  a wax  matrix)  have  reduced  the  frequency  of  such  lesions  to  less  than  one  per  100,000 
patient  years  (compared  to  40-50  per  100,000  patient  years  with  enteric-coated  potassium  chloride) 
but  have  not  eliminated  them.  The  frequency  of  Gl  lesions  with  K-DUR  tablets  is,  at  present, 
unknown.  K-DUR  tablets  should  be  discontinued  immediately  and  the  possibility  of  bowel  obstruction 
or  perforation  considered  if  severe  vomiting,  abdominal  pain,  distention,  or  gastrointestinal  bleeding 
occurs. 

Metabolic  Acidosis— Hypokalemia  in  patients  with  metabolic  acidosis  should  be  treated  with  an 
alkalinizing  potassium  salt  such  as  potassium  bicarbonate,  potassium  citrate,  potassium  acetate,  or 
potassium  gluconate. 

PRECAUTIONS:  The  diagnosis  of  potassium  depletion  is  ordinarily  made  by  demonstrating  hypokale- 
mia in  a patient  with  a clinical  history  suggesting  some  cause  for  potassium  depletion.  In  interpreting 
the  serum  potassium  level,  the  physician  should  bear  in  mind  that  acute  alkalosis  per  se  can  produce 
hypokalemia  in  the  absence  of  a deficit  in  total  body  potassium  while  acute  acidosis  per  se  can  in- 
crease the  serum  potassium  concentration  into  the  normal  range  even  in  the  presence  of  a reduced 
total  body  potassium.  The  treatment  of  potassium  depletion,  particularly  in  the  presence  of  cardiac 
disease,  renal  disease,  or  acidosis  requires  careful  attention  to  acid-base  balance  and  appropriate 
monitoring  of  serum  electrolytes,  the  electrocardiogram,  and  the  clinical  status  of  the  patient. 

Laboratory  Tests:  Regular  serum  potassium  determinations  are  recommended.  In  addition,  during 
the  treatment  of  potassium  depletion,  careful  attention  should  be  paid  to  acid-base  balance,  other 
serum  electrolyte  levels,  the  electrocardiogram,  and  the  clinical  status  of  the  patient,  particularly  in 
the  presence  of  cardiac  disease,  renal  disease,  or  acidosis. 

Drug  Interactions:  Potassium-sparing  diuretics;  see  WARNINGS. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  Long-term  carcinogenicity  studies  in 
animals  have  not  been  performed. 

Pregnancy  Category  C:  Animal  reproduction  studies  have  not  been  conducted  with  K-DUR.  It  is 
also  not  known  whether  K-DUR  can  cause  fetal  harm  when  administered  to  a pregnant  woman  or  can 
affect  reproduction  capacity  K-DUR  should  be  given  to  a pregnant  woman  only  if  clearly  needed. 

Nursing  Mothers:  The  normal  potassium  ion  content  of  human  milk  is  about  13  mEq  per  liter.  Since 
oral  potassium  becomes  part  of  the  body  potassium  pool,  so  long  as  body  potassium  is  not  exces- 
sive, the  contribution  of  potassium  chloride  supplementation  should  have  little  or  no  effect  on  the 
level  in  human  milk. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS:  One  of  the  most  severe  adverse  effects  is  hyperkalemia  (see  CONTRAINDICATIONS, 
WARNINGS,  and  OVERDOSAGE).  There  have  also  been  reports  of  upper  and  lower  gastrointestinal 
conditions  including  obstruction,  bleeding,  ulceration,  and  perforation  (see  CONTRAINDICATIONS 
and  WARNINGS);  other  factors  known  to  be  associated  with  such  conditions  were  present  in  many  of 
these  patients. 

The  most  common  adverse  reactions  to  oral  potassium  salts  are  nausea,  vomiting,  abdominal  dis- 
comfort, and  diarrhea.  These  symptoms  are  due  to  irritation  of  the  gastrointestinal  tract  and  are  best 
managed  by  taking  the  dose  with  meals  or  reducing  the  dose. 

Skin  rash  has  been  reported  rarely. 


OVERDOSAGE:  The  administration  of  oral  potassium  salts  to  persons  with  normal  excretory  mecha- 
nisms for  potassium  rarely  causes  serious  hyperkalemia.  However,  if  excretory  mechanisms  are  im- 
paired or  if  potassium  is  administered  too  rapidly  intravenously,  potentially  fatal  hyperkalemia  can 
result  (see  CONTRAINDICATIONS  and  WARNINGS).  It  is  important  to  recognize  that  hyperkalemia  is 
usually  asymptomatic  and  may  be  manifested  only  by  an  increased  serum  potassium  concentration 
and  characteristic  electrocardiographic  changes  (peaking  of  T-waves,  loss  of  P-waves,  depression  of 
S-T  segment,  and  prolongation  of  the  QT -interval).  Late  manifestations  include  muscle-paralysis  and 
cardiovascular  collapse  from  cardiac  arrest. 

Treatment  measures  for  hyperkalemia  include  the  following: 

1 Elimination  of  foods  and  medications  containing  potassium  and  of  potassium-sparing  diuretics. 

2.  Intravenous  administration  of  300  to  500  ml/hr  of  10%  dextrose  solution  containing  10-20  units 
of  insulin  per  1,000  ml. 

3.  Correction  of  acidosis,  if  present,  with  intravenous  sodium  bicarbonate. 

4.  Use  of  exchange  resins,  hemodialysis,  or  peritoneal  dialysis. 

In  treating  hyperkalemia,  it  should  be  recalled  that  in  patients  who  have  been  stabilized  on 
digitalis,  too  rapid  a lowering  of  the  serum  potassium  concentration  can  produce  digitalis  toxicity. 


1002004 


Key  Pharmaceuticals,  Inc. 
Jr  i hsw  Kenilworth,  NJ  07033  (USA) 

World  leader  in  drug  delivery  systems. 


13944326 
Rev.  4/87 


ment  and  federal  intervention.  So  far,  we 
hold  clinic  one  day  a week  and  I am  consid- 
ering 2 days  a week,  but  not  more. 

I wanted  you  to  know  what  I am  doing. 
You  take  it  from  here.  — W.  P.  Pelz,  M.D., 
Charles  City,  Iowa. 


Life  Members 


It  has  been  brought  to  our  attention  2 
life  members  of  the  Iowa  Medical  Society 
were  inadvertently  omitted  from  the  July, 
1988  House  of  Delegates  issue  ( 1988  House 
Sets  Policy  on  Key  Issues,  p.  309).  They  are  Al- 
roy  G.  West,  M.D.,  Council  Bluffs  and  Rol- 
lin  M.  Perkins,  M.D.,  Davenport. 

We  regret  the  error  and  congratulate 
these  doctors  along  with  the  other  doctors 
elected  to  life  membership  in  the  IMS.  — 

The  editors  of  iowa  medicine. 
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Marion  E.  Alberts,  M.D. 

The  Editor  Comments 


Letting  Go 


Editor's  Note:  As  I was  pondering  my  editorial 
for  this  month's  issue  on  caring  for  the  dying  pa- 
tient, I had  the  good  fortune  to  come  across  the 
following  insightful  and  beautiful  editorial.  It  ap- 
peared in  the  June,  1988  edition  of  MISSOURI 
MEDICINE  and  was  written  by  editor  Donald 
G.  Sessions,  M.D.  With  the  kind  permission  of 
MISSOURI  MEDICINE,  I am  able  to  share  it 
with  you.  — M.E.A. 


He  was  short  and  thin.  There  was  some- 
thing about  him  that  commanded  your 
attention.  Perhaps  it  was  his  eyes.  They 
were  very  dark  and  they  were  very  intense. 
They  seemed  to  see  right  through  you.  Yet  it 
was  more  than  just  his  eyes.  It  was  really 
his  bearing  — the  way  he  carried  himself  — 
his  very  being.  He  had  a quiet  dignity  which 
was  not  so  much  expressed  by  the  way  he 
talked,  or  by  his  clothes,  or  his  posture  but 
just  by  the  way  he  was. 

He  had  come  in  on  a Monday  after- 
noon, referred  with  an  advanced  cancer  of 
the  palate.  He  had  a retinue  of  women  with 
him.  His  wife  was  intense  and  apprehen- 
sive. His  2 daughters  were  attentive.  It  was 
a nervous  entourage.  They  listened  to  what  I 
said  and  asked  some  penetrating  questions 
of  me  and  then  turned  to  him.  He  would 
obviously  make  the  final  decisions.  The 


emotional  tension  of  his  women  was  an  in- 
teresting contrast  to  his  own  quiet  dignity. 

I suggested  some  very  aggressive  ther- 
apy, a combination  of  irradiation  therapy 
and  surgery,  and  after  some  discussion  they 
agreed  to  follow  my  recommendations.  He 
went  through  the  therapy  with  grace.  At 
each  office  visit  he  was  accompanied  by  his 
increasingly-attentive  wife  and  at  least  one 
daughter.  His  course  did  not  go  smoothly. 
He  had  several  bouts  of  facial  cellulitis.  He 
was  hospitalized  for  debridement  of  some 
bony  sequestra.  Seldom  did  he  complain.  It 
appeared  that  he  had  the  pain  and  his 
women  did  the  suffering. 

Almost  3 years  after  the  onset  of  his  dis- 
ease he  began  to  have  double  vision.  Exam 
showed  paralysis  of  an  eye  muscle  and  the 
CAT  scan  showed  an  unresectable  recur- 
rence at  the  base  of  the  skull.  This  was  dis- 
cussed in  depth.  He  had  some  chemother- 
apy without  any  demonstrable  change  in  the 
tumor.  He  continued  to  have  a deep-seated 
pain  which  was  his  permanent  companion. 
His  wife  and  daughters  continued  to  suffer. 

I noticed  that  I was  less  than  enthusias- 
tic when  I saw  his  name  on  my  office  list.  It 
was  clear  that  it  had  nothing  to  do  with 
him,  since  he  and  the  family  were  nothing 
less  than  totally  supportive  of  our  efforts  to 
(Please  turn  to  page  376) 
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care  for  him.  I suppose  it  was  my  feeling 
that  I somehow  had  personally  failed  him 
that  made  me  uncomfortable  when  I knew 
he  was  scheduled  to  be  seen  in  the  office. 
That  and  my  normal  disinclination  to  ad- 
dress the  issue  of  death,  especially  my  own 
through  someone  else.  The  interesting  phe- 
nomenon, of  course,  was  that  when  he  did 
arrive  in  the  office,  all  of  this  mental  activity 
dissolved  in  the  human  connection  that  was 
our  relationship. 

I don't  know  when  it  happened.  He  had 
had  his  recurrent  disease  almost  a year.  I 
kept  wondering  why  or  how  it  was  that  his 
tumor  process  was  proceeding  so  slowly. 
Anyway,  sometime  toward  the  end  of  last 
year  I noticed  that  a shift  had  occurred. 
Something  about  him  was  different.  It  was 
more  noticeable  in  his  wife  and  daughters 
than  in  him.  Somehow  the  situation  was  less 
tragic.  His  wife  lived  in  a mood  of  peace.  I 
actually  looked  forward  to  their  visits.  It  was 
clear  to  me  that  if  they  were  able  to  “let  go" 
of  the  tragedy  of  the  situation  then  who  was 
I to  hold  onto  it. 

From  their  efforts  I saw  that  they  were 
committed  to  create  value  and  satisfaction 
out  of  what  remained  of  his  time  on  the 
planet.  They  were  able  to  do  this  as  a family 
unit,  I believe,  because  of  their  willingness 
to  authentically  address  the  facticity  of  life. 
Somehow  they  experienced  that  life  is  the 
way  it  is  — that  we  are  all  here  and  that  no 
matter  what,  we'll  all  die  — that  death,  spe- 
cifically his  death,  is  one  of  the  unalterable 
characteristics  of  life 

Letting  go,  accepting  that  we  will  die, 
creates  interesting  and  powerful  possibilities. 
We  can  refuse  to  accept  it,  saying  that  we 
can  control  life  and  defeat  death;  or  we  can 
be  in  wonder  at  it  and  celebrate  life. 

Kahlil  Gibran  has  addressed  this  issue 
in  The  Prophet *; 

“You  would  know  the  secret  of  death. 

“But  how  shall  you  find  it  unless  you 
seek  it  in  the  heart  of  life? 

“The  owl  whose  night-bound  eyes  are 
blind  unto  the  day  cannot  unveil  the  mys- 
tery of  light. 

“If  you  would  indeed  behold  the  spirit 
of  death,  open  your  heart  wide  unto  the 
body  of  life. 

“For  life  and  death  are  one,  even  as  the 
river  and  the  sea  are  one. 


“In  the  depths  of  your  hopes  and  de- 
sires lies  your  silent  knowledge  of  the  be- 
yond; 

“And  like  seeds  dreaming  beneath  the 
snow  your  heart  dreams  of  spring. 

“For  what  is  it  to  die  but  to  stand  naked 
in  the  wind  and  to  melt  into  the  sun? 

“And  what  is  it  to  cease  breathing,  but 
to  free  the  breath  from  its  restless  tides,  that 
it  may  rise  and  expand  and  seek  God  unen- 
cumbered? 

“Only  when  you  drink  from  the  river  of 
silence  shall  you  indeed  sing. 

“And  when  you  have  reached  the 
mountain  top,  then  you  shall  begin  to  climb. 

“And  when  the  earth  shall  claim  your 
limbs,  then  shall  you  truly  dance." 

He  continues  to  go  slowly  downhill.  I 
am  empowered  by  his  courage.  He  contin- 
ues being  himself  with  quiet  dignity.  His 
older  daughter  summed  it  up  the  best  — 
“He's  really  taught  us  alot." 

‘Gibran  K,  The  Prophet,  NY,  AA  Knopf,  1977. 
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AGENDA 

GENERAL  INTERNAL  MEDICINE 

Neuroleptic  Malignant  Syndrome 
The  New  Antiviral  Agents 
Pulmonary  Embolism  and  Deep  Vein  Thrombosis 
Management  of  Urticaria 

NEPHROLOGY 

Antibody  Mediated  Renal  Disease 
Rapidly  Progressive  Glomerulonephritis 

RHEUMATOLOGY 

Human  Parvovirus  Infection  and  Its  Chronic  Sequelae 
New  Strategies  in  Drug  Therapy  of  Rheumatoid  Arthritis 
Recognition  of  Spinal  Stenosis 

PULMONARY  DISEASES 

Approach  to  the  Patient  with  Pulmonary  Disease:  The 
Importance  of  the  Pulmonary  History 
The  Molecular  Basis  of  Cystic  Fibrosis 

ALLERGY-IMMUNOLOGY 

Use  and  Abuse  of  I.V.  Immunoglobulins 
Differential  Diagnosis  and  Treatment  of  Rhinitis 

HEMATOLOGY-ONCOLOGY 

Growth  Factors  and  the  Treatment  of  Malignancy 
Bone  Marrow  Transplantation 

CARDIOVASCULAR  DISEASES 

Advances  in  the  Treatment  of  Hyperlipidemia 
Percutaneous  Transluminal  Balloon  Valvuloplasty 

CLINICAL  EPIDEMIOLOGY 

Diseases  of  Travelers 
Influenza 


Guest  Faculty: 

Curtis  B.  Wilson,  M.D.,  Department  of  Immunology,  Scripps  Clinic  and  Research  Foundation,  La  Jolla,  California. 

David  J.  Salant,  M.D.,  Associate  Professor  and  Chief,  Renal  Section,  Department  of  Internal  Medicine,  Boston 
University  Medical  Center,  Boston,  Massachusetts. 
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CME  Notebook 


Dr.  Xz,  the  Placebo 


I fear  someone  has  been  lacing  my  morn- 
ing coffee  with  lithium.  My  plans  for  the 
compassion  indicator  and  the  functioning 
skyhook,  both  of  which  I promised  would 
appear  in  this  column,  have  run  into  a tem- 
porary hitch.  Sorry.  Instead,  let  me  tell  you 
about  Dr.  Xz. 

Faculty  members  often  recall  Dr.  Xz, 
whom  they  regard  as  a well-meaning  but 
blundering,  ignorant,  dangerous  alumnus 
who  has  a very  large  practice  in  which  each 
patient  seems  thoroughly  devoted  to  him, 
even  adoring.  My  colleagues  laugh  while 
heaping  scorn  upon  him  and  his  benighted 
patients.  It  seems  not  to  dawn  on  my  con- 
freres — and  only  recently  on  me  — how  he 
offers  his  patients  much  that  matters  to  them. 
He  provides  accessibility,  sincere  expressions 
of  concern  for  their  well  being,  hope,  a 
promise  of  continuing  to  care  and  frequent 
use  of  placebos. 

If  we  studied  this  man's  behavior  and 
why  he  produces  so  much  satisfaction  in 
helping  patients  deal  with  their  illnesses 
(even  though  he  too  often  bumbles  badly, 
even  tragically,  in  dealing  with  their  dis- 
eases) we  could  advance  enormously  our 
ability  to  help  patients.  But  first  the  rest  of 
us,  foremost  we  educators,  must  distinguish 
clearly  between  disease  and  illness  and 
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abandon  "the  scientific  fallacy"  which  says 
that  if  we  can't  measure  it,  it  doesn't  exist. 

In  the  case  of  Dr.  Xz,  we  might  study 
the  "placebo  effect"  that  he  himself  pro- 
duces. We  could  monitor  pulse  rates  and 
other  measures  of  tranquility  or  distress  in 
his  patients  as  he  enters  and  leaves  the 
room.  (You  may  remember  how  young  chil- 
dren respond  at  the  sight  of  the  white  coats 
— that's  why  nurses  and  other  staff  in  some 
pediatrics  units  dress  in  "regular  clothes"  on 
duty.)  One  simple  monitor,  in  an  educa- 
tional setting  anyway,  would  be  to  ask  a pa- 
tient, "Do  you  feel  better  (or  the  opposite, 
or  nothing)  after  Dr.  Xz  sees  you?" 

I've  discovered  in  conversation  with  fac- 
ulty colleagues  from  around  the  nation  that 
at  least  one  Dr.  Xz  has  graduated  from  each 
institution.  Some  estimate  at  least  one  from 
every  graduating  class.  Perhaps  you  know 
him.  Maybe  you  are  Dr.  Xz.  If  you  believe 
you  are  not  Dr.  Xz  and  take  pride  in  not 
being,  yourself,  a placebo,  you  are  missing 
something  of  great  importance  you  should 
be  providing  your  patients.  Or  maybe  you 
haven't  recognized  or  accepted  that  quality 
or  skill  in  yourself.  If  it's  truly  absent, 
maybe  Dr.  Xz  (or  more  all-around  good  role 
models)  would  be  willing  to  take  you  on  for 
some  tutoring. 

Again,  I apologize  for  what  I trust  will 
be  only  a short  delay  in  getting  to  you  the 
details  for  my  compassion-indicating  film 
badges  and  my  fully  operational  skyhook. 
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Practice  Management 


More  on  Retirement  Plans 


Last  month,  we  discussed  basic  concerns 
about  employee  retirement  plans.  Some 
of  you  may  have  already  been  confronted  by 
a disconcerted  employee  demanding  to  know 
what  you  can  do  about  their  plan's  assets.  What 
are  your  responsibilities  for  dramatic  plan  in- 
vestment losses?  ERISA  establishes  broad  rules 
covering  the  activities  of  those  investing  the 
funds  of  qualified  retirement  plans. 

Plan  fiduciaries  are  required  to  perform 
their  duties  1)  solely  in  the  interest  of  the  par- 
ticipants and  beneficiaries;  2)  exclusively  for 
the  purpose  of  providing  benefits  or  paying 
reasonable  administrative  expenses;  3)  with  the 
care,  skill,  prudence  and  diligence  a prudent 
person  familiar  with  these  matters  would  use; 
4)  diversifying  plan  investments  to  minimize 
risk;  and  5)  in  accordance  with  the  plan's  terms. 

Because  these  guidelines  are  so  general, 
the  Department  of  Labor  has  issued  guidelines 
to  use  in  evaluating  individual  investment  de- 
cisions. If  you  follow  these  closely  and  docu- 
ment your  decisions,  a presumption  is  estab- 
lished you  have  done  your  job  correctly.  This 
can  be  very  valuable  if  an  employee  chooses 
to  second  guess  you. 

These  regulations  require  analysis  of  each 
investment  choice  in  light  of  risk,  cash  flow 
and  rate  of  return.  Few  of  us  are  skilled  in 
financial  evaluation;  you  may  wish  to  engage 
an  independent  trustee  or  a professional 
money  manager.  However,  this  does  not  com- 
pletely relieve  you  of  responsibility  for  in- 
vestment decisions  if  you  maintain  any  control 
over  the  activities  of  these  professionals.  You 
simply  share  the  responsibility. 

In  the  event  someone  with  investment  au- 
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thority  over  a plan  is  responsible  for  losses  on 
assets  held  to  have  been  an  improper  invest- 
ment, that  person  is  personally  liable  and  must 
repay  the  loss  and  restore  any  lost  income. 
You  are  personally  liable  if  your  plan  experi- 
enced huge  losses  last  year.  A loss  does  not 
mean  an  investment  was  inappropriate.  It  must 
show  the  purchase  was  ill  advised  or  the  in- 
vestment manager  should  have  sold  it  earlier. 
It  would  be  difficult  to  prove  this  with  the 
publicly  traded  stocks  that  took  a beating  last 
fall.  Clearly,  no  one  had  sufficient  advance 
warning. 

There  is  another  way  to  protect  yourself 
besides  engaging  a professional  money  man- 
ager. ERISA  contains  language  providing  total 
exclusion  from  fiduciary  liability  for  plans  that 
allow  the  participants  to  direct  accounts.  Until 
recently,  no  one  was  certain  how  much  dis- 
cretion had  to  be  given  to  participants  to  sat- 
isfy this  exception  but  the  DOL  has  issued  pro- 
posed regulations  on  this  exception.  Though 
lengthy  and  still  in  proposed  form,  these  reg- 
ulations make  this  exception  surprisingly  easy 
to  satisfy.  Participants  may  be  allowed  only 
the  choice  between  4 different  funds  offered 
by  regulated  investment  companies  for  in- 
vesting account  balances.  The  participant  then 
becomes  the  money  manager  and  is  respon- 
sible for  the  results. 

Remember,  these  rules  are  designed  to 
protect  future  benefits.  They  are  not  meant  as 
an  impediment  to  establishing  or  maintaining 
plans.  The  bottomline  is  to  use  caution,  dis- 
cretion and  good  sense.  Where  you  are  un- 
certain, engage  competent  professionals.  If  you 
do  not  wish  to  deal  with  the  problems  pre- 
sented by  the  uncertain  marketplace,  consider 
providing  enough  individual  participant  con- 
trol to  satisfy  the  new  proposals  by  the  Labor 
Department  for  participant  directed  accounts. 
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Iowa  Department  of  Public  Health 


Enhanced  Services  for 
Pregnant  Women 


Enhanced  services  for  low  income,  high 
risk  pregnant  women  have  a positive  im- 
pact on  birth  outcomes.  The  California  Ob- 
stetrical Access  Pilot  Project  provided  compre- 
hensive enhanced  prenatal  care  to  5,388  Title 
XIX  eligible  women  from  1979-1982.  The  moth- 
ers in  the  project  had  a 4.7%  low  birth  weight 
rate  compared  to  a 7.0%  rate  for  a matched 
group.  A cost  savings  of  $1.70-$2.60  for  every 
$1.00  spent  on  prenatal  care  was  realized.  A 
1985  study  conducted  by  the  Institute  of  Med- 
icine showed  that  every  $1.00  spent  saved  $3.38 
in  the  total  cost  of  care  for  low  birth  weight 
infants. 

Enhanced  services  include  psychosocial 
services,  nutritional  assistance,  health  educa- 
tion and  case  management.  These  services  are 
available  to  low  income  and  Title  XIX  eligible 
pregnant  women  in  Iowa  through  Title  V- 
funded  Maternal  Health  Services.  Maternal 
Health  Programs  strive  to  assure  quality,  com- 
prehensive prenatal  care  and  help  each  woman 
maximize  the  learning  and  growth  potential 
her  pregnancy  has  to  offer,  with  the  ultimate 
goal  of  a healthy  mother  giving  birth  to  a 
healthy  infant. 

Case  Management 

Case  management  by  a registered  nurse 
or  social  worker  allows  coordination  of  com- 
prehensive prenatal  services:  outreach  and 
community  education  to  promote  early  entry 
into  care;  assurance  that  the  pregnant  woman 
receives  all  components  of  care,  e.g.  medical, 
psychosocial  and  nutritional  services  and 
health  education;  risk  tracking;  assistance  in 
arranging  for  prenatal  classes  and  delivery 
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plans;  and  referral  for  family  planning,  child 
health  and  WIC  services  postpartum.  The  case 
manager  works  with  the  pregnant  woman's 
physician  and  other  service  providers  to 
achieve  optimal  pregnancy  outcome.  The  low 
income  or  Title  XIX  eligible  woman  may  enter 
the  system  through  her  own  physician  or  the 
Maternal  Health  Program  case  manager  who 
would  assure  she  has  a physician. 

Psychosocial  Services 

Psychosocial  services  include  an  assess- 
ment of  a client's  social  environment  including 
emotional  and  family  patterns  which  may  im- 
pinge on  provision  of  health  care  to  the  woman. 
The  assessment  identifies  adjustment  to  preg- 
nancy, family  configuration  and  relationships, 
support  systems,  mental  health  history  and 
environmental  and  financial  needs.  Maternal 
Health  Programs  provide  patient  education 
and  crisis  intervention  to  help  women  and  their 
families  with  social,  emotional  and  financial 
problems  as  they  relate  to  holistic  health  care. 
Many  psychosocial  problems  also  require  re- 
ferral and  collaborative  efforts  with  other 
agencies. 

Nutritional  Assistance 

Nutritional  services  begin  with  a dietary 
assessment  by  a licensed  dietitian.  Counseling 
is  designed  to  emphasize  the  relationship  be- 
tween nutrition  and  good  health,  to  provide 
education  on  special  dietary  needs  during 
pregnancy,  to  promote  optimum  nutrition 
throughout  life,  to  help  the  individual  at  nu- 
tritional risk  achieve  positive  changes  in  food 
habits  and  to  provide  encouragement  and  sup- 
port to  breastfeed  her  infant.  However,  coun- 
seling and  support  are  provided  with  any  in- 
fant feeding  method  the  mother  selects. 
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Health  Education 

Health  education  services  are  provided  by 
a registered  nurse.  Topics  include  anatomy  and 
body  changes  during  pregnancy;  fetal  growth 
and  development;  warning  signals  indicating 
a need  to  contact  their  physician;  exercise 
needs;  special  needs  of  the  individual  woman; 
health  risks  during  pregnancy,  e.g.,  drugs, 
smoking,  alcohol,  x-rays,  breast  care,  common 
discomforts  of  pregnancy  and  relief  measures; 
sexuality;  hygiene  and  clothing;  labor  and  de- 
livery; and  preparation  for  the  infant. 

Dental  services  provided  by  a dental  hy- 
gienist or  a registered  nurse  are  also  an  integral 
part  of  health  education.  Dental  services  are 
designed  to  assess  the  dental  health  status  of 
the  pregnant  woman;  to  assist  in  obtaining 


necessary  dental  treatment  through  referral  to 
a dentist;  to  provide  counseling  on  the  pre- 
vention of  dental  disease;  and  to  provide  den- 
tal education  on  infant  oral  care. 

The  ultimate  goal  of  enhanced  services  is 
to  match  expectant  mothers,  especially  those 
in  need  or  “at  risk/7  with  appropriate  re- 
sources. 

The  benefits  of  enhanced  services  have 
been  well  documented,  including  a decrease 
in  the  incidence  of  low  birth  weight  and  sig- 
nificant savings  beyond  program  expenses. 
Physicians  interested  in  additional  informa- 
tion may  contact  their  local  Maternal  Health 
Program  or  the  Maternal  Child  Health  Bureau, 
Iowa  Department  of  Public  Health  at  1-800- 
532-1579. 


June  1988  Morbidity  Report 


Disease 

lune 

1988 

Total 

1988 

to 

Date 

1987 

to 

Date 

Most  lune  Cases 
Reported  From 
These  Counties 

AIDS 

3 

19 

20 

NA 

Amebiasis 

3 

7 

16 

Boone,  Muscatine 

Brucellosis 

0 

1 

3 

Chickenpox 

646 

6406 

7487 

Scattered 

Campylobacter 

16 

182 

142 

Scattered 

Cytomegalovirus 

0 

4 

9 

Eatons  Agent 
Infection 

0 

21 

37 

Encephalitis,  viral 

1 

8 

1 

Scott 

Erythema 

Infectiosum 

18 

107 

875 

Black  Hawk,  jones, 

Gastroenteritis 

(GIV) 

210 

13727 

10748 

Scott,  Worth 
Scattered 

Giardiasis 

23 

145 

131 

Scattered 

Hepatitis,  A 

2 

32 

75 

Cerro  Gordo,  Scott 

Hepatitis,  B 

5 

47 

71 

Black  Hawk,  Polk, 

Hepatitis,  Non 
A-B 

2 

10 

14 

Scott 

Clinton, 

Hepatitis 
type  unspecified 

1 

2 

3 

Pottawattamie 

Henry 

Herpes  Simplex 

87 

530 

601 

Scattered 

Herpes  Zoster 

0 

0 

2 

Histoplasmosis 

2 

8 

9 

Franklin,  Lee 

Infectious 

mononucleosis 

13 

93 

130 

Black  Hawk, 

Influenza, 
lab  confirmed 

1 

110 

67 

Dickinson,  Story, 
Warren, 
Winneshiek, 
Woodbury 

Scott 

Disease 

June 

1988 

Total 

1988 

to 

Date 

1987 

to 

Date 

Most  June  Cases 
Reported  From 
These  Counties 

Influenza-like 
illness  (URI) 

1419 

25430 

24627 

Scattered 

Legionellosis 

2 

12 

5 

Lyon,  Osceola 

Malaria 

1 

1 

2 

Woodbury 

Meningitis 

aseptic 

4 

18 

14 

Cerro  Gordo, 

bacterial 

9 

65 

49 

Keokuk,  Polk, 
Story 
Scattered 

meningococcal 

0 

0 

3 

Mumps 

1 

32 

358 

Scott 

Pertussis 

0 

15 

9 

Rabies  in  animals 

15 

87 

159 

Scattered 

Reye  Syndrome 

0 

0 

0 

Rheumatic  Fever 

0 

0 

2 

Rubella 

(German 

measles) 

0 

0 

1 

Measles 

0 

0 

0 

Salmonellosis 

23 

55 

71 

Scattered 

Shigellosis 

30 

124 

11 

Scattered 

Toxic  Shock 
Syndrome 

2 

4 

4 

Floyd,  Winnebago 

Tuberculosis 
total  ill 

3 

18 

20 

Jefferson,  Polk, 

bact.  pos. 

3 

14 

20 

Webster 
Jefferson,  Polk, 

Typhoid  Fever 

0 

0 

0 

Webster 

Venereal  diseases 
Gonorrhea 

210 

1016 

1516 

Scattered 

Chlamydia 

406 

2146 

1772 

Scattered 

Syphilis 

2 

12 

1 1 

Poik,  Woodbury 

Other  Non-Reportable  Diseases:  Clonorchiasis  — 1,  Muscatine; 
1,  Polk;  Ureaplasma  Urealyticum  — 1,  Linn. 
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Generics  make  the  price 
easier  to  swallow 


When  you  prescribe  a generic  drug 
rather  than  a brand  name  drug,  it’s  probably 
because  you’ve  decided  that  your  patient 
will  benefit  from  the  difference  in  prices. 
And  at  Peoples,  we  make  sure  that  the  price 
difference  is  the  only  difference,  because 
the  generic  drugs  we  offer  your  patients  are 
equivalent  in  quality  to  brand  name  drugs. 

We  were  one  of  the  first  chains  in 
America  to  initiate  a comprehensive  generic 


drug  program,  and  we  believe  we  stock  the 
largest  supply  of  both  brand  name  and 
generic  drugs.  Why?  Because  we  know  that 
for  some  patients,  a healthy  savings  is  strong 
medicine,  too. 

For  over  80  years,  Peoples  Drug  Stores 
has  served  patients  reliably  and  profession- 
ally. Today,  all  the  services  we  offer  reflect 
our  continuing  commitment  to  help  our  cus- 
tomers as  their  health  care  needs  change. 


Every  Peoples  has  an  unlisted  phone  that’s  reserved 
only  for  doctors  and  answered  only  by  pharmacists. 
Please  call  your  local  store  to  obtain  the  number. 


PEOPLES 

DRUG 


the  convenience  you  want...  the  SAVINGS  you  deserve 


About  Iowa  Physicians 


Dr.  Dennis  Murphy,  Sheldon,  has  joined  a 
medical  clinic  in  Hutchinson,  Minnesota.  Dr. 
Murphy  practiced  medicine  in  Sheldon  for  9 
years,  most  recently  at  Sheldon  Family  Prac- 
tices. Dr.  Francis  Conway  has  joined  the  med- 
ical staff  of  the  Northwest  Iowa  Mental  Health 
Center  in  Spencer.  Prior  to  joining  the  Center, 
Dr.  Conway  was  in  family  practice  for  20  years 
in  Emmetsburg.  Dr.  Glenn  Skallerup,  long- 
time Red  Oak  general  surgeon,  has  retired  after 
35  years  of  practice.  Dr.  Skallerup  received  the 
M.D.  degree  from  the  U.  of  I.  College  of  Med- 
icine and  interned  at  Cincinnati  General  Hos- 
pital, Cincinnati,  Ohio.  Dr.  Ronald  Myrom  has 
joined  the  medical  staff  at  the  Gundersen 
Clinic-West  Union.  Previously  Dr.  Myrom  was 
the  director  of  the  intensive  care  unit  and  in- 
ternal medicine  at  the  Davis  County  Hospital 


in  Bloomfield.  Dr.  Henry  Snead  has  joined  the 
Des  Moines  Medical  Group.  Dr.  Snead  prac- 
ticed internal  medicine  at  Grinnell  General 
Hospital  for  4 years.  Dr.  Anthony  Leo  has 
joined  the  staff  at  Mercy  Hospital  of  Franciscan 
Sisters,  Oelwein  and  Palmer  Memorial  Hos- 
pital, West  Union.  Dr.  Leo  received  the  M.D. 
degree  from  the  U.  of  I.  College  of  Medicine 
and  served  his  general  surgical  residency  at 
Iowa  Methodist  Hospital  in  Des  Moines. 


Dr.  Charles  L.  Baumgart,  Dr.  Joan  G.  Mahn 
and  Dr.  Robert  H.  Major  have  opened  West 
Grand  Medical  Associates  in  West  Des  Moines. 
Dr.  Bernard  Fallon  has  been  appointed  as  the 
chief  of  urology  services  at  Iowa  City  Veterans 
Administration  Medical  Center.  Dr.  Eyad 
(Please  turn  to  page  386) 
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((SERADYN)) 

• Rapid  in-office  results— in  as  little  as 
45  minutes 

VIVID 

• Results  comparable  to  current  labora- 
tory procedures 

Chlamydia 

• Specific  for  the  detection  of  all  15 
immunotypes  of  C'lilamydia  trachomatis 

• Economical  cost  per  test  considerably 
less  than  reference  labs 

The  ivait  is  over. 

• Easy-to-use— no  expensive  instru- 
mentation or  complicated  interpre- 
tation required 

Hawkeye  Medical  Supply,  Inc. 

HOME  OFFICE:  225  E PRENTISS  STREET,  IOWA  CITY,  IA  52244  (319)  337-3121  IOWA  WATS 

BRANCH  OFFICE:  7212  UNIVERSITY  AVE.,  DES  MOINES,  IA  50311  (515)  274-4015  1-800-272-6448 

“After  the  sale  . . 
V 

it's  the  SERVICE  that  counts. " 

J 

August  1988  / 385 


Dughly  has  joined  the  staff  of  Covenant  Med- 
ical Center  in  Waterloo.  Dr.  Dughly  received 
the  M.D.  degree  from  the  University  of  Da- 
mascus in  Damascus,  Syria  and  completed  res- 
idencies in  West  Germany  and  Pennsylvania. 
Dr.  Hormoz  Rassekh,  Council  Bluffs,  has  been 
re-elected  chairman  of  the  board  of  directors 
of  the  Federation  of  State  Medical  Boards  of 
the  United  States  at  the  Federation's  annual 
convention.  Dr.  Thomas  M.  Gary,  Cherokee, 
was  honored  by  the  Iowa  Public  Health  As- 
sociation for  his  local  contributions  to  public 
health.  Dr.  Gary  was  awarded  the  Henry  Al- 
bert Memorial  Award  at  the  Association's  an- 
nual awards  dinner  in  Des  Moines.  Dr.  W.  W. 
Taylor  has  retired  after  42  years  as  a physician 
and  surgeon  for  Sheffield.  Dr.  Taylor  received 
the  M.D.  degree  from  the  U.  of  I.  College  of 
Medicine  and  took  his  internship  at  Good  Sa- 
maritan Hospital  in  Portland,  Oregon.  Dr. 
E.  E.  Linder  has  retired  from  family  practice 
after  35  years  at  Ogden.  Dr.  Linder  received 
the  M.D.  degree  at  the  U.  of  I.  College  of  Med- 
icine and  practiced  for  9 months  in  Eldora  be- 
fore settling  in  Ogden. 


Deaths 


Dr.  Willard  Marble,  83,  Marshalltown,  died 
May  30  at  Boulder,  Colorado.  Dr.  Marble  re- 
ceived the  M.D.  degree  from  the  U.  of  I.  Col- 
lege of  Medicine  and  interned  at  Charity  Hos- 
pital in  New  Orleans,  Louisiana.  He  practiced 
medicine  in  Marshalltown  for  41  years  before 
retiring  in  1976  and  co-founded  the  Marshall- 
town Medical  & Surgical  Clinic.  Dr.  Marble 
was  a life  member  of  the  Iowa  Medical  Society. 

Dr.  Howard  H.  Hildebrand,  70,  Ames,  died 
June  13  at  Mary  Greeley  Medical  Center  in 
Ames.  Dr.  Hildebrand  received  the  M.D.  de- 
gree from  the  University  of  Nebraska  College 
of  Medicine  in  Omaha,  Nebraska.  He  was  a 
pediatrician  at  McFarland  Clinic  in  Ames  for 
38  years  before  his  1984  retirement.  Dr.  Hil- 
debrand was  a member  of  the  Iowa  Pediatric 
Society  and  the  Iowa  chapter  of  the  American 
Academy  of  Pediatrics. 


HAVE  AN 
MD  WORK 
FOR  YOU! 


Have  an  MD  invest  in  options 
for  you. 

45  year  old  semi  retired  Radiologist 
discovers  a way  to  invest  his  funds. 

Now  accepting  a limited  number 
of  other  MD  accounts. 


Dr.  Warren  E.  Hinton 

CALL 

Warren  E.  Hinton,  MD 
or 

Michael  A.  Hamil,  Manager 

1-800-821-6132 


Wolcott  & Lincoln,  Inc. 


Kansas  City  Board  of  Trade 
Suite  565  — 48  00  Main  St. 
KANSAS  CITY,  MISSOURI  64112 
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NORTH  IOWA  EYE  CLINIC,  P.C. 
ADDISON  W.  BROWN,  JR.,  M.D. 
MICHAEL  L.  LONG,  M.D. 
BRADLEY  L.  ISAAK,  M.D. 

3121  4TH  STREET,  S.W. 

P.O.  BOX  1877 
MASON  CITY  50401 
515/423-8861 


GENE  E.  MEGER,  M.D. 

ROBERT  R.  KELLER,  M.D. 

853  SECOND  AVENUE,  S.E. 

CEDAR  RAPIDS  52403 
319/365-7535 

PRACTICE  LIMITED  TO  OPHTHALMOLOGY 


ORTHOPEDICS 


JAMES  R.  ROCHELLE,  M.D. 

715  HARMONY,  SUITE  301 
COUNCIL  BLUFFS  51503 
712/328-5970 

PRACTICE  LIMITED  TO  ORTHOPEDICS 


OTOLARYNGOLOGY 


DUBUQUE  OTOLARYNGOLOGY  SERVICE,  P.C. 
THOMAS  J.  BENDA,  M.D. 

JAMES  W.  WHITE,  M.D. 

CRAIG  C.  HERTHER,  M.D. 

310  NORTH  GRANDVIEW 
DUBUQUE  52001 
319/588-0506 


IOWA  HEAD  AND  NECK  ASSOCIATES,  P.C. 
ROBERT  T.  BROWN,  M.D. 

EUGENE  PETERSON,  M.D. 

RICHARD  B.  MERRICK,  M.D. 

3901  INGERSOLL 
DES  MOINES  50312 
515/274-9135 


OTO.  — HEAD  & NECK  SURGICAL 
ASSOCIATES,  P.C. 

THOMAS  A.  ERICSON,  M.D. 

STEVEN  R.  HERWIG,  D.O. 

1215  PLEASANT,  SUITE  408 
DES  MOINES  50309 
515/283-5780 
1/800/248-4443 

EAR,  NOSE  AND  THROAT  SURGERY, 
FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 


WOLFE  CLINIC,  P.C. 

MICHAEL  W.  HILL,  M.D. 

DANIEL  J.  BLUM,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1566 
WOLFE  CLINIC,  P.C. 

4800  WESTOWN  PARKWAY  REGENCY  #3 
WEST  DES  MOINES  50265 
515/223-8685 

OTOLARYNGOLOGY-HEAD  AND  NECK 
SURGERY,  FACIAL  PLASTIC  SURGERY, 
ALLERGY 


PHILLIP  A.  LINQUIST,  D.O.,  P.C. 

1000  ILLINOIS 
DES  MOINES  50314 
51 5/244-5225 

EAR,  NOSE  AND  THROAT  SURGERY, 
FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 


ROBERT  G.  SMITS,  M.D.,  P.C. 

MERCY  MEDICAL  PLAZA 
421  LAUREL,  SUITE  402 
DES  MOINES  50314 
515/244-8152 
1/800/622-0002 

EAR,  NOSE  AND  THROAT  SURGERY, 

FACIAL  PLASTIC  SURGERY  AND  HEAD  AND 
NECK  SURGERY 


EASTERN  IOWA  HEAD  & NECK  SURGERY,  P.C. 
JAMES  E.  SPODEN,  M.D.,  F.A.C.S. 

1030  5TH  AVENUE,  S.E.,  SUITE  2000 
CEDAR  RAPIDS  52403 
319/365-3883 


PATHOLOGY 


LABORATORY  OF  CLINICAL  MEDICINE 
ORLYN  ENGELSTAD,  M.D. 

L.  JEFF  RISSMAN,  M.D. 

1150  SIXTH  AVENUE 
DES  MOINES  50314 
515/244-5075 
CLINICAL  CHEMISTRY, 
RADIOIMMUNOASSAY, 
MICROBIOLOGY,  CYTOPATHOLOGY, 
HEMATOLOGY  AND  SURGICAL 
PATHOLOGY 


CLINICAL  LABORATORIES 

GERALD  WEDEMEYER,  M.D.,  F.C.A.P. 

819  LINCOLNWAY 

AMES  50010 

515/233-2316 

CONSULTATION  IN  LABORATORY 
MEDICINE  AND  PATHOLOGY 


PHYSICAL  MEDICINE  & 
REHABILITATION 


PHYSIATRY  ASSOCIATES 
WILLIAM  D.  DEGRAVELLES,  JR.,  M.D. 
CHARLES  F.  DENHART,  M.D. 

MARVIN  M.  HURD,  M.D. 

WILLIAM  C.  KOENIG,  JR.,  M.D. 

KAREN  KIENKER,  M.D. 

MARK  R.  WILSON,  M.D. 

YOUNKER  MEMORIAL  REHABILITATION 
CENTER 

IOWA  METHODIST  MEDICAL  CENTER 
1200  PLEASANT 
DES  MOINES  50308 


PSYCHIATRY 


CAVALLIN  AND  ASSOCIATES,  P.C. 

HECTOR  W.  CAVALLIN,  M.D. 

1301  PENNSYLVANIA,  SUITE  116 
DES  MOINES  50316 
515/265-1149 

PSYCHIATRIC  AND  PSYCHOLOGICAL  SERV- 
ICES FOR  ADULTS,  ADOLESCENTS,  CHIL- 
DREN AND  INFANTS 


PULMONARY  MEDICINE 


CHEST,  INFECTIOUS  DISEASES  & 
ASSOCIATES,  P.C. 

ROGER  T.  LIU,  M.D. 

STEVEN  G.  BERRY,  M.D. 
DONALD  L.  BURROWS,  M.D. 
MICHAEL  WITTE,  D.O. 
PULMONARY  DISEASES 
1000  SEVENTY-THIRD  STREET 
SUITE  #3,  WESTGATE  PLAZA 
DES  MOINES  50311 
24  HOUR  515/224-1777 


SURGERY 


JOHN  G.  GANSKE,  M.D. 

1301  PENNSYLVANIA,  SUITE  312 
DES  MOINES  50316 
515/266-6558 

PLASTIC,  RECONSTRUCTIVE  AND 
HAND  SURGERY 


A.  B.  GRUNDBERG,  M.D. 

1440  PLEASANT 
DES  MOINES  50309 
515/288-5759 

ORTHOPAEDIC  SURGERY,  SURGERY  OF 
THE  HAND 


PLASTIC  SURGERY  INSTITUTE,  P.C. 
JAMES  O.  STALLINGS,  M.D. 

528  UNIVAC  BUILDING 
1025  ASHWORTH  ROAD 
WEST  DES  MOINES  50265 
515/225-7107 

Telephone  answered  day  or  night 

AESTHETIC  PLASTIC  SURGERY, 
RECONSTRUCTIVE  PLASTIC  SURGERY, 
SURGERY  OF  THE  HAND, 
MICROVASCULAR  PLASTIC  SURGERY 


SINESIO  MISOL,  M.D. 

1045  FIFTH  STREET 
DES  MOINES  50314 
515/244-7272 

ORTHOPEDIC  SURGERY,  SURGERY  OF 
THE  HAND 


WENDELL  DOWNING,  M D. 

1212  PLEASANT  STREET,  SUITE  410 
DES  MOINES  50309 
515/283-5767 

DISEASES  AND  SURGERY  OF  THE  COLON 
AND  RECTUM 
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In  The  Public  Interest 


An  AMA  Mission 


As  anyone  who  reads  or  watches  televi- 
sion knows,  the  American  Medical  As- 
sociation is  a recognized  leader  in  identifying 
key  public  health  issues  and  defining  policy 
on  those  issues.  This  AMA  tradition  of  con- 
cern for  Americans'  good  health  was  once  again 
in  the  spotlight  at  the  AMA's  Annual  House 
of  Delegates  meeting  in  late  June. 

What  follows  is  a brief  recap  of  the  many 
public  health  resolutions  considered  and  acted 
upon  by  physician  AMA  delegates  from  across 
the  country,  including  5 Iowa  physicians. 

DRUG  ABUSE  ...  The  AMA  will  urge 
the  federal  government  to  increase  the  number 
of  drug  treatment  programs  and  upgrade  pres- 
ent programs  to  educate  adolescents  about 
harmful  effects  of  drug  abuse. 

ALCOHOL  WARNING  INFORMA- 
TION . . . The  AMA  will  investigate  the  pos- 
sibility of  requiring  warning  statements  and 
warning  language  on  alcohol  products  and  ad- 
vertising. 

SMOKING  . . . The  AMA  will  encourage 
all  airlines  to  adopt  a non-smoking  policy  on 
all  domestic  passenger  flights.  The  AMA  will 
also  investigate  the  effectiveness  of  smoking 
cessation  programs  and  publicize  such  infor- 
mation. 

STEROIDS  . . . The  AMA  will  strongly 
support  development  of  state  legislation  to 
prohibit  use  of  anabolic  steroids  for  the  pur- 
pose of  enhancing  athletic  ability. 

'LOOK-ALIKE'  GUNS  ...  The  AMA  will 
work  with  civic  groups  and  others  to  ban  pro- 
duction, sale  and  distribution  of  realistic  toy 
guns. 

TANNING  PARLORS  ...  The  AMA  will 
undertake  public  education  about  the  risks  of 
ultraviolet  A radiation  exposure  through  skin 
tanning  beds.  The  AMA  supports  new  state 
regulation  of  tanning  parlors  and  more  en- 


forcement of  current  regulations.  The  AMA 
will  support  legislation  requiring  posting  of 
health  risks  in  tanning  parlors. 

MAMMOGRAPHY  ...  The  AMA  sup- 
ports screening  mammograms  at  1-2  year  in- 
tervals for  women  age  40-49  and  annually  after 
age  50. 

MEDICAID  . . . The  AMA  is  asking  that 
the  federal  government  increase  the  number 
of  those  eligible  for  Medicaid  from  19  million 
to  46  million  in  order  to  meet  the  health  needs 
of  more  poor  Americans. 

AIDS  ...  To  stop  the  spread  of  the  virus, 
the  AMA  recommends  all  states  initiate  con- 
tact tracing.  The  AMA  has  reaffirmed  its  policy 
that  doctors  should  warn  partners  of  AIDS  vi- 
rus carriers  they  may  be  at  risk  if  patients  or 
state  authorities  refuse  to  do  so. 

MEDICARE  . . . The  AMA  strongly  sup- 
ports continued  expansion  of  state  societies' 
voluntary  Medicare  assignment  programs  to 
meet  the  health  care  needs  of  low-income  el- 
derly. 

ADOLESCENT  HEALTH  ...  The  AMA 
House  received  and  will  publicize  a lengthy 
'white  paper'  covering  key  aspects  of  adoles- 
cent health,  including  an  analysis  of  socioec- 
onomic factors  which  contribute  to  adolescent 
health  problems.  Delegates  considered  a num- 
ber of  resolutions  regarding  child  abuse, 
school-based  health  programs  and  other  is- 
sues. 

Since  the  AMA's  inception  in  1867,  the 
'betterment  of  public  health'  has  been  one  of 
its  most  important  stated  objectives.  Ob- 
viously, the  AMA  is  continuing  its  mission  to 
actively  educate  physicians  and  patients  about 
important  public  health  issues. 

August  1988 


Iowa  Medicine 


394  / Iowa  Medicine 


Daniel  M.  Youngblade,  M.D 

President's  Privilege 


A Generation  in  Crisis 


The  beginning  of  a new  school  year  is  a 
good  time  to  remind  physicians  of  the 
opportunity  and  obligation  they  have  to  in- 
teract with  school  age  patients.  Sadly,  this 
segment  of  society  reflects  a dismal  picture 
in  the  areas  of  depression  and  suicide,  drug 
and  alcohol  abuse,  sexually  transmitted  dis- 
ease, traumatic  injuries,  homelessness  and 
abuse  of  all  types.  The  medical  advances 
that  have  improved  the  health  and  well- 
being of  other  population  groups  have  failed 
to  achieve  similar  advancements  for  adoles- 
cents. Both  mortality  and  morbidity  rates  for 
adolescents  are  11%  higher  today  than  they 
were  20  years  ago. 

As  physicians,  we  have  contact  with 
young  people  through  sports  physicals,  pre- 
school and  school  examinations  and  regular 
checkups.  These  situations  present  a won- 
derful opportunity  for  us  to  teach  through 
good  example,  to  be  a part  of  an  educational 
experience  that  points  our  youth  down  a 
road  toward  a healthy  and  worthwhile 
adulthood. 

Experts  predict  that,  within  10  to  15 
years,  medicine  and  the  sciences  will  no 
longer  attract  the  best  and  the  brightest 
among  our  young  people.  Since  physicians 
are  educators,  we  must  begin  directing  these 
young  people  back  toward  sciences,  humani- 
ties and  specialized  technical  training.  We 
need  to  rekindle  their  interest  in  medicine, 
nursing,  research  activities  and  other  sci- 
ences. Talking  with  these  students  and 


showing  love  and  concern  for  their  welfare 
is  a very  important  thing  for  physicians  to 
do.  Just  as  important  is  presenting  ourselves 
as  positive  role  models  when  we  have  con- 
tact with  school  age  children. 

The  beginning  of  a new  school  year  isn't 
only  for  the  young.  We  physicians  must  re- 
member the  importance  of  keeping  abreast 
of  changes  in  medicine  through  refresher 
courses  pertinent  to  our  practices.  We  also 
must  stay  involved  with  all  the  many  out- 
side aspects  of  the  rapidly  changing  field  of 
medicine.  This  means  involvement  with  or- 
ganized medicine  — the  efforts  of  the  IMS 
and  AMA  in  dealing  with  the  government 
and  other  third  party  groups  who  continue 
to  erode  the  practice  of  medicine.  Tort  re- 
form, legislative  edicts,  the  ever-expanding 
ancillary  care  people  attempting  to  practice 
medicine  without  proper  training  and  cre- 
dentialing  — these  are  issues  which  demand 
physician  involvement  and  education  so  we 
may  continue  our  role  as  advocates  for  pa- 
tients' health  and  well-being. 


Daniel  M.  Youngblade,  M.D. 

President 
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Covet  Story 


School  Health  Services: 
Past,  Present  and  Future 


DON  C.  GREEN,  M.D. 
Des  Moines,  Iowa 


The  author  gives  a brief  history  of  the 
Des  Moines  public  school  health 
service  program , the  present  scope 
and  the  future  of  the  program  and 
how  this  relates  to  school  health 
projects  of  the  entire  state. 


The  purpose  of  a health  service  depart- 
ment in  any  school  system  is  to  optimize 
the  students'  health  permitting  them  to  bene- 
fit from  the  educational  process  to  the  full- 
est. Simply  put,  healthy  children  learn  better. 

The  health  service  department  of  the 
Des  Moines  Public  Schools  began  in  1907 
when  the  first  nurse  was  hired  at  the  direc- 
tion of  the  Des  Moines  school  board.  The 
real  impetus,  however,  came  when  Fred 
Moore,  M.D.,  a Des  Moines  pediatrician,  be- 
came the  first  medical  director  in  1917.  He 
instituted  a program  to  immunize  indigent 
students  and  gave  direction  to  the  entire 
school  health  delivery  system.  He  acted  as 


Dr.  Green  is  a family  practice  physician  and  medical  director  for 
the  Des  Moines  Public  Schools. 


medical  director  until  1941  and  was  respon- 
sible for  giving  the  Des  Moines  Public 
Schools  one  of  the  most  progressive  school 
health  programs  in  the  country. 

In  the  32  years  I have  been  associated 
with  the  Des  Moines  Public  Schools,  many 
changes  have  occurred.  We  now  attempt  to 
utilize  the  medical  community  to  the  fullest; 
not  only  to  perform  physical  examinations 
on  students  and  staff  but  to  become  in- 
volved as  resource  people,  give  classroom 
lectures,  serve  as  athletic  team  physicians 
and  other  services  as  needed.  Many  physi- 
cians volunteer  their  time  and  expertise  in 
these  endeavors.  I'm  sure  this  is  also  true  in 
many  other  Iowa  communities. 

In  the  Des  Moines  Public  Schools,  there 
are  34  nurses,  32  of  whom  have  either  a 
bachelor's  or  master's  degree.  There  are  4 
school  nurse  practitioners  in  our  schools  and 
we  are  the  only  school  system  in  Iowa  to 
use  them.  We  were  the  second  school  sys- 
tem in  the  United  States  to  have  school 
nurse  practitioners. 

The  scope  of  the  school  nurses'  duties 
has  broadened  markedly  since  the  first  nurse 
was  hired  in  1907.  The  nurses  now  serve  as 
resource  people  for  students  and  staff 
regarding  health  problems,  teach  classes, 
give  counseling  and  supervise  numerous 
health  screening  programs.  Specialty  nursing 
service  is  provided  to  the  multiple 
handicapped,  the  behavior  disabled  and 
other  special  education  children  in  the 
system. 

The  school  nurses  in  our  system  are  re- 
sponsible for  teaching  sex  education  and,  I 
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believe,  account  considerably  for  the  low 
rate  of  pregnancy  in  the  sixth  through 
twelfth  grade  student  population.  The  preg- 
nancy rate  in  the  Des  Moines  Public  Schools 
is  3%  compared  to  a national  average  of  10- 
11%.  When  pregnancy  does  occur,  prenatal 
classes  are  taught  at  Des  Moines  alternative 
high  schools  and  a nursery  is  provided  fol- 
lowing delivery  so  students  may  continue 
their  education. 

The  school  nurse  practitioners  have 
filled  a big  gap  that  existed  in  health  deliv- 
ery in  our  schools.  They  perform  examina- 
tions on  children  whose  parents  cannot  or 
will  not  have  the  examinations  performed  by 
a physician.  I am  sorry  to  say  that  even  in 
our  affluent  society,  the  only  contact  many 
children  have  with  health  care  professionals 
is  in  the  public  school  setting. 

We  have  a captive  audience  in  schools 
from  kindergarten  through  twelfth  grade.  It 
is  my  opinion  we  could  accomplish  much 
more  if  there  were  greater  cooperation  be- 
tween the  education  and  medical  profes- 
sions. The  public  school  setting  offers  a 
golden  opportunity  to  teach  healthy  behav- 
ior. No  other  community  setting  ever  ap- 
proximates the  educational  opportunity  to 
reach  children  during  their  impressionable 
years.  Let's  take  advantage  of  it  as  con- 
cerned medical  people  and  responsible  citi- 
zens. Health  should  be  as  much  a part  of 
the  curriculum  as  the  "three  R's." 

Future  school  health  programs  must  be 
more  comprehensive  than  programs  that  ex- 
ist today.  The  continued  increase  in  teen 
pregnancy,  drug  abuse,  sexually  transmitted 
diseases  and  certainly  the  increasing  threat 
of  AIDS  in  our  society,  underline  the  public 
schools  as  our  best  opportunity  to  reach 
those  most  vulnerable. 

There  is  more  public  demand  for  health 
care  delivery  in  schools.  Several  school  sys- 
tems in  our  country  have  clinics  in  the 
schools  staffed  by  nurses,  nurse  practition- 
ers, physicians  assistants  and  a few  physi- 
cians. These  clinics  counsel,  treat  minor  ill- 
nesses, dispense  birth  control  meds  and 
devices  and  in  general,  fill  in  the  gaps  that 
are  presumed  to  exist  in  our  present  health 
delivery  system.  I feel  this  approach  is  un- 
warranted if  physicians  become  involved 
with  local  school  health  care,  along  with  a 
team  of  parents  and  school  administrators. 


School  health  is  a shared  responsibility 
and  it  is  important  for  you  to  be  involved. 
Every  school  health  program  can  be  im- 
proved. It  seems  we  have  reached  that  time 
when  the  promotion  of  health  and  wellness 
is  dependent  more  on  what  individuals  learn 
to  do  for  themselves  than  what  others  do  for 
them.  What  an  opportunity  to  use  our  edu- 
cational system! 

Summary 

This  article  outlines  information  I have 
gleaned  in  32  years  of  experience  with  the 
Des  Moines  Public  Schools.  There  is  more 
and  more  demand  for  school  administration 
to  develop  comprehensive  school  health  pro- 
grams. Iowa  physicians  are  urged  to  become 
involved  in  establishing  a school  health  team 
in  their  communities  and  take  advantage  of 
a captive  audience  to  promote  healthful  liv- 
ing. 


OMAHA  MID-WEST 
CLINICAL  SOCIETY 
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POSTGRADUATE  ASSEMBLY 
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RED  LION  INN 
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For  information  contact 
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402/397-1443 


September  1988  / 405 


Mandatory  Training  in 
Child  Abuse 


RANDELL  C.  ALEXANDER,  M.D.,  Ph.D. 
Iowa  City,  Iowa 


On  July  1,  1985,  Iowa  became  the 
first  state  to  require  significant 
training  in  child  abuse  for  mandatory 
reporters.  The  author  discusses 
training  options,  focusing  on  a new 
videotape  produced  by  the  Iowa 
Medical  Society. 


For  about  3 years,  Iowa  has  required 
training  for  mandatory  reporters  of  child 
abuse.  This  article  briefly  reviews  medicine's 
role  in  child  abuse  and  current  training 
options.  In  particular,  a new  videotape  by 
the  Iowa  Medical  Society,  “Reporting  and 
Identification  of  Child  Abuse,"  is  now 
available  for  physicians. 

Medicine  and  Child  Abuse 

Traditionally,  physicians  have  played  an 
important  role  in  awakening  the  public  to 
the  existence  and  enormity  of  child  abuse. 
The  identification  of  child  abuse  frequently 
depends  upon  the  differentiation  of  acciden- 
tal from  non-accidental  injuries,  abnormal 
vs.  normal  variations  and  the  normal  se- 
quence of  developmental  and  physical 
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states.  Although  health  professionals  ac- 
count for  only  7%  of  child  abuse  reports  in 
Iowa  each  year,  their  professional  judgment 
is  crucial  in  many  other  cases. 

In  the  19th  century,  Tardieu  determined 
a number  of  children  he  saw  for  various  in- 
juries were  in  fact  victims  of  child  abuse.1 
However,  child  abuse  went  largely  unrecog- 
nized until  the  middle  of  the  20th  century. 
Caffey  in  1946  described  the  association  of 
subdural  hemorrhages  and  long  bone  frac- 
tures as  one  of  inflicted  trauma  rather  than  a 
metabolic  condition  such  as  vitamin  C defi- 
ciency.2 (Legend  has  it  that  in  his  article  Caf- 
fey tried  to  suggest  parents  were  sometimes 
responsible  for  the  inflicted  trauma  but  the 
journal  editor  dismissed  this  as  unthinka- 
ble.) 

Meanwhile,  other  professional  disci- 
plines failed  to  identify  or  understand  the 
child  abuse  problem.  In  1962,  Dr.  Henry 
Kempe  coined  “The  Battered  Child  Syn- 
drome."3 The  resulting  explosion  of  interest 
in  child  abuse  was  contributed  to  in  large 
part  by  Kempe's  work.  Clinical  study  and 
research  on  physical  abuse  began  in  the 
1960's.  Serious  study  of  sexual  abuse  began 
in  the  late  1970's,  aided  by  the  advent  of  col- 
poscopy. Emotional  abuse  has  not  yet  been 
addressed  with  the  same  intensity  through 
research  or  specific  legislation.  Greater  un- 
derstanding of  child  abuse  has  been  spurred 
primarily  by  medical  concerns  and  develop- 
ments. 

Although  initially  slow  to  respond,  the 
American  Medical  Association  recently  pub- 
lished guidelines  regarding  identification  of 
child  abuse.4  Various  medical  societies  are 
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TABLE  I 

CHILD  ABUSE  TRAINING  OPTIONS 


Advantages 

Disadvantages 

Lectures 

Quick  to  organize 
Easy  to  alter 

Questions  easily  answered 

No  option  for  review 
Group-paced 

Rarely  tested  for  comprehension 
Lecture  “burn  out"  with  repetition 

Manuals 

Easy  to  review,  even  years  later 
Self-paced,  schedule  at  convenience 
Test  for  comprehension 
Expert  need  not  be  present 

Difficult  to  get  questions  answered 
Moderately  difficult  to  alter 
Hard  to  produce 

Videotapes 

Self-paced,  schedule  at  convenience 
Review  with  minimal  difficulty 
May  have  associated  comprehension  test 
Expert  need  not  be  present 

Difficult  to  get  questions  answered 
Very  difficult  to  alter 
Moderately  hard  to  produce  well 

developing  guidelines  and  including  child 
abuse  within  conference  training. 

Several  distinct  medical  syndromes  have 
been  described  in  child  abuse.  Although  un- 
common, physicians  in  Iowa  are  becoming 
increasingly  aware  of  the  manifestations  of 
Shaken  Baby  syndrome  and  Munchausen  by 
Proxy.  Unfortunately,  Department  of  Hu- 
man Service  Investigators  and  the  courts  are 
less  aware  of  these  discoveries.  Frequently, 
training  programs  for  social  workers,  psy- 
chologists and  teachers  do  not  address  the 
basic  issues  of  physical  injury,  much  less 
specific  syndromes. 

Mandatory  Training 

On  July  1,  1985  Iowa  became  the  first 
and  only  state  to  require  significant  training 
in  child  abuse  for  mandatory  reporters.  All 
mandatory  reporters,  except  physicians  who 
do  not  regularly  provide  primary  care  to 
children,  are  required  to  receive  2 hours  of 
training  in  the  identification  and  reporting  of 
child  abuse  within  the  first  year  of  employ- 
ment and  every  5 years  thereafter.  Exactly 
how  this  is  to  be  accomplished  is  not  speci- 
fied nor  are  there  explicit  penalties  for  failing 
to  receive  training.  In  an  informal  opinion  to 
the  Iowa  Chapter  American  Academy  of  Pe- 
diatrics, the  Iowa  attorney  general's  office 
discussed  the  possibility  of  a physician 
brought  into  court  for  failing  to  discharge 
child  abuse  responsibilities.  Under  such  cir- 
cumstances, an  inability  to  document  child 
abuse  training  could  conceivably  result  in  in- 
creased civil  and  punitive  damages. 


An  additional  aspect  of  the  training  law 
is  that  employers  must  provide  child  abuse 
training  to  employees.  Every  hospital, 
school,  day  care  center,  and  even  an  intern- 
ist in  private  practice,  must  provide  a mech- 
anism for  child  abuse  training  to  mandatory 
reporters  they  employ.  Every  physician  in 
Iowa  who  employs  nurses,  psychologists, 
paramedics  or  social  workers  is  responsible 
for  their  training  even  if  the  physician  does 
not  regularly  provide  primary  care  to  chil- 
dren or  have  to  take  the  training  himself. 

Training  Alternatives 

Three  methods  of  training  in  child  abuse 
have  been  employed  in  Iowa.  Lectures  were 
the  initial  vehicle  followed  by  videotapes 
(frequently  made  of  a lecture).  A third  alter- 
native — written  materials  — was  slower  to 
develop.  The  advantages  and  disadvantages 
of  each  training  method  as  it  has  been  used 
in  Iowa,  can  be  seen  in  Table  1.  Certain  situ- 
ations favor  one  method  over  another.  For 
example,  a rural  physician  will  more  likely 
find  enduring  materials  such  as  a manual  or 
videotape  more  convenient  and  economical 
than  travelling  to  a conference  to  satisfy  the 
2-hour  training  requirement.  A videotape  or 
lecture,  with  sufficient  time  for  questions  at 
the  end,  may  be  appropriate  for  training 
medical  students  or  residents. 

Lecturers  are  often  used  for  training. 

The  expertise  of  the  speaker  and  the  quality 
of  the  lecture  may  vary.  Mandatory  report- 

(Please  turn  to  page  408) 
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ers  such  as  teachers  or  social  workers  may 
not  be  adequately  exposed  to  the  medical  as- 
pects of  child  abuse.  No  statewide  resource 
is  available  to  coordinate  speakers.  The  fact 
the  training  must  be  repeated  at  regular  in- 
tervals has  proven  exhausting  for  guest  lec- 
turers such  as  Department  of  Human  Serv- 
ices social  workers.  One  of  the  earliest 
videotapes  was  created  by  the  Iowa  Law  En- 
forcement Academy.  Originally  planned  as  a 
quick  temporary  solution,  the  use  of  this  vid- 
eotape has  persisted  despite  the  tape's  tech- 
nical flaws.  Other  videotapes  have  been 
made  by  several  hospitals,  schools  and  area 
education  agencies.  The  quality  of  these  ef- 
forts has  usually  compromised  their  wide- 
spread acceptance. 

In  response  to  these  problems,  the  Iowa 
Medical  Society  commissioned  the  making  of 
a videotape  directed  toward  physicians 
through  the  cooperation  of  the  Department 
of  Communications  at  the  University  of 
Iowa.  This  videotape  has  4 parts:  physical 
abuse,  sexual  abuse,  neglect  and  selected 
syndromes,  and  reporting.  Each  part  is  ap- 
proximately a half  hour  long  and  may  be 
viewed  separately.  This  videotape  can  also 
serve  as  a teaching  tool  for  residents  or  med- 
ical students.  Because  the  videotape  is  aimed 
at  physicians,  it  is  inappropriate  for  nurses 
or  other  mandatory  reporters.  The  tape  is 
now  available  through  the  IMS  to  physicians 
or  hospitals.  In  addition,  the  University  of 
Iowa  sponsors  2.0  hours  of  continuing  medi- 
cal education  credit  for  persons  who  review 
the  videotape  and  successfully  complete  a 
review  quiz  in  an  accompanying  booklet. 

A manual  entitled  "Protecting  Iowa's 
Children"  was  offered  through  the  Institute 
for  Child  Behavior  and  Development  at  the 
University  of  Iowa.  This  manual  was  field 
tested  extensively.  It  proved  to  increase 
long-term  knowledge  and  result  in  positive 
attitude  shifts.5  The  manual  was  directed  to- 
ward all  mandatory  reporters  although  sub- 
sections focused  on  information  for  medical 
personnel.  The  first  edition  is  now  out  of 
print  and  the  future  for  a second  edition  is 
uncertain. 

Conclusions 

Currently,  the  IMS  videotape  is  one  of 
the  most  practical  options  for  physicians  re- 


quired to  receive  training  in  identification 
and  reporting  of  child  abuse.  To  document 
their  training,  physicians  can  obtain  CME 
credit  at  a relatively  nominal  cost  ($10.00). 
Convenient  options  for  employees  of  physi- 
cians or  hospitals  are  not  as  plentiful.  Devel- 
opment of  written  materials  may  alleviate 
this  problem.  As  of  July  1,  1988,  mandatory 
reporters  of  dependent  adult  abuse  must 
also  receive  2 hours  of  training.  A provision 
exists  for  combining  training  in  child  abuse 
and  dependent  adult  abuse.  Efforts  are  un- 
der way  to  clarify  exactly  how  many  hours 
of  training  are  required  when  the  2 are  com- 
bined. Because  many  principles  of  child 
abuse  pertain  to  dependent  adult  abuse  — 
especially  the  reporting  procedures  — sup- 
plementation of  existing  child  abuse  training 
materials  should  prove  sufficient  for  family 
physicians  and  some  pediatricians  and  in- 
ternists who  work  with  children  and  adults. 

Resource  Materials 

Iowa  Medical  Society  Videotape 

Reporting  and  Identification  of  Child  Abuse 

Iowa  Medical  Society 

1001  Grand  Avenue 

West  Des  Moines,  Iowa  50265 

Law  Enforcement  Academy  Videotape 

c/o  Tom  Spencer 

Law  Enforcement  Academy 

P.  O.  Box  130 

Camp  Dodge 

Johnston,  Iowa  50131 

Training  Manual 

Protecting  Iowa's  Children 
Institute  for  Child  Behavior  and  Develop- 
ment 

University  of  Iowa 
Oakdale,  Iowa  52319 
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Carol  Hinton,  R.N.,  B.S 

Questions  and  Answers 


School  Nurses  Have 
Multifaceted  Role 


The  author,  a school  nurse  for  the  West 
Des  Moines  Community  Schools,  de- 
scribes the  role  of  the  school  nurse  as 
manager  of  a comprehensive  school 
health  services  program. 


What  are  the  duties  of  a school  nurse? 

The  role  of  the  school  nurse  is  multifa- 
ceted. The  school  nurse  is  manager  of  a com- 
prehensive school  health  services  program.  In 
this  capacity,  the  nurse  participates  in  devel- 
oping and  implementing  school  health  policies 
and  procedures.  The  school  nurse  collaborates 
to  plan,  implement  and  evaluate  the  school 
health  program. 

In  delivering  health  services,  the  school 
nurse  assesses  and  documents  the  health  and 
developmental  status  of  students.  The  nurse 
identifies  specific  health  conditions  which  can 
impact  learning  and  interprets  these  condi- 
tions for  education  personnel.  The  nurse  also 
participates  in  developing  and  maintaining  a 
safe  and  healthy  school  environment,  pre- 
vents and  controls  the  outbreak  and  spread  of 
infectious  and  communicable  disease  and  pro- 
vides primary  and  emergency  care  to  minimize 


the  effects  of  accidents  and  illness  in  the 
schools. 

What  is  the  school  nurses's  role  in  health  edu- 
cation? 

The  school  nurse  identifies  health  edu- 
cation needs  and  acts  as  a consultant  and  re- 
source to  faculty  in  planning,  implementing 
and  evaluating  the  health  curriculum.  The 
nurse  helps  plan,  implement  and  evaluate  staff 
development  programs  in  health  education  and 
provides  health  education  to  students,  fami- 
lies and  school  personnel. 

The  school  nurse  is  a health  counselor. 
Through  individual  and  group  health  coun- 
seling, students,  families  and  school  person- 
nel are  encouraged  to  assume  responsibility 
for  health  care  and  a healthy  lifestyle.  The  nurse 
advocates  the  health  rights  of  children  within 
the  school  system  and  the  community.  The 
nurse  provides  crisis  intervention,  initiates  the 
health  referral  process  and  serves  as  liaison 
between  school,  home  and  community. 

What  new  situations  are  school  nurses  facing? 

Increasing  numbers  of  students  require 
specialized  nursing  care  during  the  school  day. 

(Please  turn  to  page  410) 
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YOCON* 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug . Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon8-  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient’s  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.12  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.1  3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. 1 '3-4  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  % tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon®  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10.  ’mMSi 
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AVAILABLE  EXCLUSIVELY  FROM 


PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201)  569-8502 
Outside  NJ  1-800-237-9083 


Nasal-gastric  tube  insertion,  removal  and 
feedings;  gastrostomy  insertion  and  feedings; 
catheterization;  postural  drainage  and  suction- 
ing are  procedures  frequently  performed  by 
the  school  nurse. 

Students  may  have  medical  support  such 
as  mechanical  ventilators,  mechanical  pump 
feedings,  TPN  and  oxygen.  To  meet  the  health 
care  needs  of  these  students,  the  registered 
nurse  collaborates  with  others  to  plan,  imple- 
ment and  evaluate  health  care.  The  nurse  is 
responsible  for  assessing  the  student  and  de- 
veloping an  individualized  nursing  care  plan. 

What  should  be  the  relationship  between  the 
school  nurse  and  the  physician? 

The  physician  has  a significant  role  and 
responsibility  in  the  early  detection  and  man- 
agement of  the  child  with  impaired  learning 
ability.  The  school  nurse  is  a health  profes- 
sional who  can  collaborate  with  the  physician, 
student  and  family  to  provide  optimum  health 
care  and  enhance  the  educational  process.  It 
is  helpful  if  the  nurse  can  communicate  di- 
rectly with  the  physician.  The  nurse  may  re- 
quest written  documentation  of  medical  con- 
ditions and  orders  for  special  health  care 
procedures. 

Schools  encourage  parents  to  give  medi- 
cation and  perform  health  care  procedures 
outside  school  hours.  Physicians  can  explore 
with  the  parent  the  advisability  of  a schedule 
that  can  be  carried  out  before  and  after  school. 
The  physician  may  request  2 containers  if  a 
prescription  medication  must  be  administered 
at  home  and  at  school.  Health  care  of  the  school 
age  child  is  a responsibility  of  the  parent. 


AN  ACT  OF  LOVE 

Denial  that  a respected  colleague  could  be  impaired  and/or 
the  conspiracy  of  silence  that  makes  us  unwilling  to  speak 
out  allows  the  illness  of  our  impaired  colleagues  to  progress, 
sometimes  to  a fatal  outcome. 

“Blowing  the  whistle”  on  a suffering  colleague  is,  indeed, 
an  act  of  love. 

Call  us  early. 

We  can  help  confidentially . 

ASSISTANCE  PROGRAM  FOR  TROUBLED 
PHYSICIANS 
515/223-1401 

Toll-free  in  Iowa:  1/800-747-3070 

Reprinted  by  permission  from  Kansas  Medicine 


Child  Abuse  in  Polk  County: 
Investigation  Results  and  Injury 
Patterns 


CHRISTOPHER  J.  ELLERBROEK,  M.D. 
Des  Moines,  Iowa 


Over  an  18-month  period,  a multi-dis- 
ciplinary team  documented  143  cases 
of  child  abuse  in  Polk  County.  Fractures 
were  found  in  55  cases,  predominantly 
infants.  Fracture  patterns  and  common 
radiographic  features  of  abuse  are  dis- 
cussed. 


Child  abuse  is  one  of  the  most  common 
causes  of  significant  childhood  morbidity 
and  mortality.  Since  1962,  when  Dr.  Kempe 
first  coined  the  phrase  "battered  child  syn- 
drome," our  awareness  of  the  pervasive  na- 
ture of  the  problem  has  increased  dramati- 
cally.1 Current  estimates  suggest  as  many  as 
5,000  children  nationally  are  killed  each  year 
by  their  parents.  As  many  as  10%  of  all  emer- 


Dr.  Ellerbroek  is  a radiologist  at  Iowa  Methodist  Medical  Center  in 
Des  Moines. 


gency  room  visits  for  children  under  5 are  for 
non-accidental  trauma.2  Significant  contribu- 
tions to  the  study  of  child  abuse  come  from 
the  field  of  radiology.  This  report  details  18 
months  of  child  abuse  investigation  in  Polk 
County.  The  role  of  radiology  within  the  in- 
vestigation and  common  radiologic  findings 
are  discussed. 

Methods  and  Results 

In  February  1986,  a special  investigative 
team  was  formed  in  Polk  County  in  response 
to  growing  concerns  about  child  abuse.  The 
team  included  representatives  of  the  county 
attorney's  office,  juvenile  court  and  child  pro- 
tective services.  All  cases  were  staffed  with  a 
team  of  consulting  physicians  from  Blank  Chil- 
dren's Hospital.  The  intent  was  to  develop  a 
multi-disciplinary  approach  to  safeguard  the 
child  during  the  acute  crisis  and  allow  for  gath- 
ering of  information.  Information  presented 
here  was  taken  from  questionnaires  attached 
to  each  case  report,  filled  out  by  the  case 
worker.  Patient  identity  was  confidential. 

During  the  first  year,  83  cases  of  sus- 
pected abuse  were  investigated  (Table  1).  Of 
these  cases,  69  were  felt  to  be  non-accidental. 
An  additional  6 months  work  revealed  a total 
of  143  cases  of  suspected  abuse.  The  age  dis- 
tribution of  these  cases  is  seen  in  Table  2;  the 
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TABLE  1 

SUSPECTED  ABUSE  CASES 


Bruises/Instrument  Marks 

Fractures 

Head  Trauma 

Burns 

Other 

Accidental 

Nonaccidental 

25 

22 

10 

13 

J_3 

83 

16 

67 

(19%) 

(81%) 

TABLE  2 

AGE  DISTRIBUTION  OF  ABUSE  CASES 

Under  6 Months 

35 

(24%) 

6 Months—  1 Year 

9 

( 8%) 

1-2  Years 

27 

(19%) 

Over  2 Years 

72 

(49%) 

TABLE  3 

DISTRIBUTION  OF  FRACTURES 

Under  6 Months 

38 

(69%) 

6 Months— 1 Year 

4 

( 7%) 

1-2  Years 

7 

(13%) 

Over  2 Years 

_6 

(12%) 

55 

TABLE  4 

FRACTURE  ANALYSIS 

Age 

Extremity  Skull 

Rib 

Multiple 

CNS 

Under  6 Months 

21  10 

6 

9 

5 

6 Months-1  Year 

3 1 

— 

— 

— 

1-2  Years 

5 2 

— 

1 

— 

Over  2 Years 

5 1 

1 

— 

1 

Total 

34  14 

7 

10 

6 

TABLE  5 

- 

STANDARD  RADIOGRAPHIC  SURVEY 

AP  and  Lateral  Skull 
AP  and  Lateral  Spine 
Chest 
KUB 

AP  Hands 
AP  Feet 

Extremities  — Tailor  for  Age 

majority  were  over  2 years  old.  Radiographic 
survey  of  the  abused  child  was  obtained 
whenever  possible.  The  exam  varied  from  a 
single  view  (the  so-called  "babygram")  to  a 
comprehensive  multi-film  study. 

Of  the  143  cases,  55  children  with  frac- 
tures were  identified.  Although  infants  con- 
stitute a minority  of  reported  cases,  they  ac- 
tually comprise  a large  majority  (76%)  of 
documented  fractures  (Table  3).  Analysis  of 
fractures  by  age  and  site  is  given  in  Table  4; 
extremity  fractures  accounted  for  62% . Rib  and 
skull  fractures  were  largely  limited  to  the 
youngest  age  group. 

Discussion 

Since  1946  when  Dr.  Caffey  described 
children  with  long  bone  injuries  associated 
with  subdural  hematomas,  the  medical  com- 
munity has  gradually  accepted  the  battered 
child  syndrome  and  slowly  became  aware  of 
its  prevalence.3  In  a multi-disciplinary  ap- 
proach to  child  abuse,  radiology  plays  a key 
role  in  detecting  and  documenting  injuries.  The 
appearance  of  the  injury  also  gives  critical  in- 
formation regarding  the  mechanism  and  date 
of  the  injury.  However,  proper  techniques  are 
crucial  if  the  often  subtle  findings  of  abuse  are 
to  be  discovered. 

The  standard  radiographic  survey  ob- 
tained in  all  cases  of  suspected  abuse  at  Iowa 
Methodist  Hospital  is  presented  in  Table  5. 
The  policy  of  examining  the  younger  child  with 
a single  large  film  is  inadequate.  In  at  least  6 
instances,  we  encountered  skull  or  rib  frac- 
tures missed  initially  because  of  improper 
technique.  Experience  at  Duke  University  sug- 
gests as  many  as  40%  of  infants  examined  com- 
prehensively will  be  positive  and  that  20%  of 
the  injuries  discovered  will  be  unexpected.4 

The  majority  of  skeletal  injuries  from  abuse 
occur  in  the  extremities,  followed  by  the  skull 
and  rib  cage.4  While  they  are  the  most  fre- 
quent, diaphyseal  injuries  are  the  least  spe- 
cific. Correlation  of  the  fracture  appearance 
with  the  reported  history  may  raise  suspicion: 
spiral  or  oblique  fractures  result  from  twisting 
of  the  extremity  or  less  frequently  from  falls, 
while  transverse  fractures  usually  result  from 
direct  blows.5  Periosteal  new  bone  may  be  the 
only  clue  to  an  underlying  injury;  its  obser- 
vation on  a skeletal  survey,  particularly  if 
asymmetric  or  unsuspected,  is  presumptive 
evidence  of  abuse. 
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The  pathognomonic  injury  of  child  abuse 
is  the  so  called  “corner  fracture/'  (Figure  1). 
This  fracture  was  originally  thought  to  be  due 
to  avulsion  of  a collar  of  bone  at  the  tightest 
point  of  attachment  by  the  periosteum.6  His- 
topathologic correlation  suggests  the  injury  ac- 
tually represents  a series  of  microfractures  oc- 
curring in  a planar  fashion  through  the  most 
immature  portion  of  the  primary  spongiosa.7 
The  injury  most  commonly  results  from  force- 
ful twisting  or  yanking  of  the  extremity,  al- 
though it  can  result  from  flailing  about  of  the 
extremity  during  bouts  of  violent  shaking. 

Skull  fractures  are  common  and  occur 
largely  in  the  youngest  age  group.  Cranial  in- 
juries from  accidental  trauma  in  infants,  ex- 
cluding motor  vehicle  accidents,  are  surpris- 
ingly infrequent  and  rarely  result  in  significant 
injury.9  Accidental  skull  fractures  are  usually 
solitary,  parietal  and  non-displaced,  while 
abuse  related  injuries  tend  to  be  multiple,  bi- 
lateral, diastatic  or  non-parietal.10  Potentially 
devastating  intracranial  damage  may  result, 
often  without  evidence  of  a fracture.  Subdural 
hematomas  and  contusions  are  common  in  the 
abused  child.  In  addition,  the  large  infant  head, 
weak  neck  muscles  and  myelination  patterns 
render  the  infant  brain  susceptible  to  hemor- 
rhages at  the  grey-white  interface  secondary 
to  rotational  forces  applied  during  violent 
shaking.  This  is  the  classic  “whiplash  shaken 
infant"  described  by  Caffey  and  reviewed  by 
Dykes.11' 12 


Figure  1 . The  “corner  fracture,"  a pathognomonic  child 
abuse  injury  resulting  from  twisting  or  yanking  of  the  ex- 
tremity. 


TABLE  6 

DISPOSITION  OF  69  ABUSE  CASES 


4 Deaths 
31  Confessions 

30  CINA's  FILED  WITH  CHILDREN  REMOVED 
1 1 CINA's  FILED  WITHOUT  REMOVAL 
15  CRIMINAL  CHARGES 
8 Plead  Guilty 
4 Found  Guilty 

2 Dismissed  by  County  Attorney 
1 Pending 

CINA  = Child  in  Need  of  Assistance  Petition 


Rib  fractures  almost  invariably  occur  from 
squeezing  of  the  chest,  usually  accompanied 
by  shaking.  Rib  injuries  are  quite  rare  in  in- 
fancy, even  from  CPR,  and  in  the  absence  of 
obvious  major  trauma  or  bony  metabolic  dis- 
ease, are  specific  for  abuse.13  They  most  often 
occur  in  a posterior,  vertically  oriented  row 
close  to  the  spine.  Because  shaking  so  often 
accompanies  this  injury,  every  child  with  an 
unsuspected  rib  fracture  should  be  evaluated 
for  CNS  injury. 

Has  this  multi-disciplinary  approach  been 
effective  in  breaking  the  well  described  cycle 
of  abuse?  The  disposition  of  the  first  69  cases 
is  seen  in  Table  6.  The  fact  that  services  were 
provided  or  the  perpetrator  removed  in  65  of 
67  cases  is  strong  testimony  for  the  value  of 
this  approach.  The  ultimate  success  of  treat- 
ment of  these  children  is  an  unknown  involv- 
ing broad  legal  and  psychosocial  considera- 
tions. With  the  recidivism  rate  for  abuse  as 
high  as  50%,  early  intervention  is  needed.2  This 
depends  upon  prompt  reporting  of  suspected 
cases,  as  state  law  requires  of  physicians. 
Eighty-nine  of  the  143  cases  of  abuse  were  in- 
itially disclosed  by  mandatory  reporters.  Nine- 
teen were  seen  previously  by  a physician  for 
the  same  injury  or  a separate  but  suspicious 
injury  prior  to  the  actual  filing  of  the  report. 

Child  abuse  remains  a distressingly  fre- 
quent occurrence  within  our  society.  As  part 
of  a multi-disciplinary  team  approach,  prop- 
erly performed  radiography  can  serve  a val- 
uable, well  documented  role. 
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ARMY  RESERVE  OFFERS 
NEW  FINANCIAL  INCENTIVES 
FOR  RESIDENTS  IN  ANESTHESIOLOGY 
AND  SURGICAL  SPECIALTIES 


If  you  are  a resident  in  Anesthesi- 
ology,  Orthopaedic  Surgery,  or 
General  Surgery  including 
Neurosurgery,  Colon/Rectal, 
Cardiac/Thoracic,  Pediatric, 
Peripheral/Vascular  and  Plastic 
Surgery,  the  Army  Reserve  has  a 
new  and  exciting  opportunity  for 
you.  The  New  Specialized  Train- 
ing  Assistance  Program  will  pro- 
vide you  with  financial  incentives 
while  you’re  training  in  one  of 
these  specialties. 

Here’s  how  the  program  can 
work  for  you.  If  you  qualify,  you 
may  be  selected  to  participate  in 
the  Specialized  Training  Assist- 
ance Program.  You’ll  serve  in  a 


local  Army  Reserve  medical  unit 
with  flexible  scheduling  so  it 
won’t  interfere  with  your  resi- 
dency training,  and  in  addition 
to  your  regular  monthly  Reserve 
pay,  you’ll  receive  a stipend  of 
$664  a month. 

You’ll  also  have  the  opportu- 
nity to  practice  your  specialty  for 
two  weeks  a year  at  one  of  the 
Army’s  prestigious  Medical  Centers. 

Find  out  more  about  the  Army 
Reserve’s  new  Specialized  Train- 
ing Assistance  Program.  Call  (col- 
lect) your  U.S.  Army  Medical 
Department  Reserve  Personnel 
Counselor:  Major  Larry  Matthews 
612/854-7702 


ARMY  MEDICINE. 


BE  ALL  YOU  CAN  BE. 


Marion  E.  Alberts,  M.D 


The  Editor  Comments 


School  Health  Our  Concern 


A small  number  of  physicians  are  trained 
for  the  role  of  providing  services  in 
our  schools.  In  earlier  years,  physicians  in- 
volved with  school  health  problems  were 
primarily  concerned  with  performing  cursory 
physical  examinations,  advising  on  isolating 
children  with  infectious  diseases  or  provid- 
ing care  for  an  occasional  acute  problem. 

Today,  day-to-day  concerns  within  the 
school  are  handled  very  well  by  a trained 
nurse  practitioner  and  the  physician  serves 
as  part  of  a team  of  health  providers  and  ed- 
ucators which  is  responsible  for  a wide  vari- 
ety of  programs  for  the  betterment  of  the  en- 
tire education  environment. 

The  “special"  children  require  programs 
so  they  may  be  mainstreamed  in  the  educa- 
tion process.  In  years  past  little  was  done 
for  a child  with  handicaps.  In  fact,  school 
authorities  (educators  and  administrators) 
were  uncomfortable  having  these  children  in 
the  usual  school  setting.  Unfortunately  they 
were  either  poorly  (if  at  all)  educated  or 
were  sent  away  to  special  schools.  In  today's 
progressive  and  well-organized  school  sys- 
tems there  are  facilities  for  the  disadvan- 
taged child.  Programs  for  the  hearing-im- 
paired, the  dyslexic  or  the  child  with  motor 
handicaps  give  these  children  a chance  for 
the  same  degree  of  education  as  their  peers. 

Learning  disorders,  psychosomatic  prob- 
lems and  behavior  deviants  require  special 
attention  by  school  health  workers  and  edu- 
cators. There  have  been  so  many  horror  sto- 


ries of  the  past  management  of  such  chil- 
dren, from  total  neglect  to  out-and-out 
discrimination  and  physical  ostracizing.  The 
total  picture  is  of  equal  concern  to  the  health 
personnel  (school  nurses,  school  physicians 
and  the  family  physician),  educators,  the 
parents  and  school  administrators  (including 
members  of  school  boards).  Together,  utiliz- 
ing all  resources  available,  a concerted  effort 
can  be  implemented  to  provide  truly  inte- 
grated programs  for  good  education  for  all 
children. 

Too  often  the  role  of  the  school  physi- 
cian is  perceived  as  supervising  the  physical 
status  of  those  students  participating  in  the 
various  athletic  programs.  This  is  not  a mi- 
nor role,  but  school  physicians  have  more 
responsibility  than  involvement  with  sports 
medicine.  Our  own  medical  society  is  guilty 
to  some  degree  in  this  area.  The  IMS  has  a 
committee  on  “sports  medicine"  — but  none 
on  “school  health."  Presumably,  the  Com- 
mittee on  Maternal  and  Child  Health  be- 
comes involved  with  school  health.  Ob- 
viously, that  is  not  the  primary  mission  of 
that  committee,  yet  the  athletic  programs  re- 
ceive a much  higher  priority.  I disagree  with 
that  concept. 

School  health  — total  school  health  — 
should  be  a primary  concern  for  all  physi- 
cians. Our  efforts  should  be  directed  to  as- 
sist in  all  facets  of  that  concern  as  physi- 
cians, as  parents  and  as  members  of  parent- 
teacher  associations.  — M.E.A. 
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Richard  M.  Caplan,  M.D. 

CME  Notebook 


The  Business  of  Medicine 


A recent  ad  in  this  journal,  eager  to  sell 
computer  software,  justified  itself  this 
way:  “Because  the  business  of  medicine  is 
just  as  important  as  the  practice  of  medi- 
cine. . . That  assertion  would  make  waves 
in  a medical  school  curriculum  committee. 

At  the  University  of  Iowa  that  committee  de- 
termines which  courses  shall  be  taught, 
when,  and  for  how  much  time  and  credit, 
and  it  oversees  the  progress  of  courses.  The 
recurring  argument  contends  that  office 
management,  personnel  questions,  equip- 
ment selection,  paper  flow,  keeping  employ- 
ees and  patients  “happy,"  etc.,  are  so  vital 
to  the  work  of  physicians  that  medical 
schools  should  see  to  this  instruction.  Even 
if  we  could  locate  suitable  instructors,  a 
counter-argument  would  likely  prevail. 

To  wit:  timing  largely  determines  educa- 
tional effectiveness.  In  the  instruction  of 
adults  the  relevance  of  a topic  to  the  learn- 
er's responsibility  determines  what  the 
learner  seeks  to  learn  and  how  well  she/he 
pays  attention.  This  explains  why  many  resi- 
dencies in  surgical  disciplines  begin  with  a 
vigorous  review  of  pertinent  anatomy,  even 
though  the  aspiring  specialist  had  a big 
course  in  it  already.  This  time  the  learner  re- 
tains the  information  much  better  because 
daily  work  constantly  reinforces  it.  With 
such  thoughts  in  mind  many  enlightened 
residency  programs  now  make  available  to 
senior  residents  some  business  instruction. 
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In  some  disciplines  the  national  specialty  so- 
ciety provides  it  at  the  annual  meeting. 

No  doubt  the  attractiveness  of  group 
practices,  academe,  and  military  medicine 
for  some  young  doctors  is  partly  the  alleged 
lack  of  need  to  be  involved  in  the  business 
side  of  practice,  so  the  doc  can  “stick  to 
medical  work."  How  one  votes  on  this  issue 
relates  to  how  one  defines  medical  work. 

Most  bright  people  seem  to  learn  what 
they  “must"  to  gain  satisfaction  or  get 
along.  Therefore,  don't  you  imagine  it  was 
the  doctor  who  wrote  the  following  ad, 
without  ever  taking  a course  in  how-to-do-it: 

Dr.  A.  Wilson,  M.D.,  homeopathic  physi- 
cian, will  visit  Nevada  each  Tuesday.  Mrs. 
Wilson,  his  wife,  being  thoroughly  pre- 
pared, will  accompany  the  Doctor  and  con- 
sult with  and  prescribe  for  ladies,  where 
they  prefer  it.  Consultations  free,  but  cash 
for  all  prescriptions. 

You  need  fear  no  competition  from  Dr. 
Wilson  (or  his  good  wife  for  that  matter, 
who  comes  perilously  close  to  practicing 
medicine  without  a license),  whose  ad  ap- 
peared in  The  Nevada  (Iowa)  Representative  in 
1874.  The  business  side  of  medicine  was 
much  less  sophisticated  in  those  days.  But 
I'm  sure  I'd  not  trade  today  for  then,  even 
though  a handy  fool-proof  time  machine  to 
allow  a visit  might  be  fun.  Lacking  that  de- 
vice, we  might  gain  almost  as  much  vicari- 
ous delight  by  reading  old  documents.  (I 
may  later  reveal  why  I was  reading  that 
newspaper  — a story  worth  waiting  for.) 
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Practice  Management 


Successful  Marketing 
Focuses  on  Service 


hich  of  the  following  describes  mar- 
keting? 

• An  essential  for  success. 

• Costs  up  to  3%  of  practice  revenues. 

• Already  a part  of  your  practice. 

• Deserves  more  of  your  attention. 

• Requires  planning  and  direction. 

The  answer  is  all  of  the  above. 

You  have  been  marketing  your  practice 
since  opening  the  door.  Wall  Street  Journal  sub- 
scriptions you  provide  your  best  referrers, 
flowers  you  send  to  operating  and  emergency 
room  nurses,  candy  you  give  ward  nurses  are 
examples  of  marketing.  You  participate  in  a 
marketing  effort  as  a provider  in  an  HMO  or 
PPO.  Talking  to  the  Nurses  Association  and 
Rotary  Club  is  marketing. 

Marketing  is  the  business  system  of  co- 
ordinated activities  that  get  want-satisfying 
services  and  products  to  current  and  potential 
consumers.  It  is  not  done  apart  from  other 
business/practice  activities.  It  is  an  integral  part 
of  the  practice. 

Your  previous  marketing  activities  have 
probably  been  spontaneously  conceived  and 
sporadically  executed.  Business  survival 
(keeping  patients  and  obtaining  new  ones)  re- 
quires a different  approach. 

Traditionally,  health  care  delivery  was 
provider  driven;  you  set  the  conditions  for  pa- 
tient care.  Today,  delivery  is  market  driven. 
Customers  direct  the  when,  where  and,  to 
some  extent,  the  how  of  their  health  care  pur- 
chases. They  expect  convenient  hours  and 
parking,  pleasant  surroundings,  competent 
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and  prompt  attention  and  courteous  caring 
service. 

Answering  some  important  questions  will 
help  you  develop  a practice  marketing  plan. 
What  is  your  business?  Who  are  your  cus- 
tomers? Who  is  your  competition?  What  serv- 
ices should  you  render?  After  you  answer  these 
questions,  you  can  develop  a plan  to  market 
your  services  effectively. 

Keep  your  plan  simple.  Key  on  serving 
your  customers  (be  they  patients,  other  phy- 
sicians or  third  parties)  with  courtesy,  con- 
venience, caring  and  competence.  Take  notice 
of  your  employees  and  how  they  serve  your 
customers.  Your  office  receptionist  is  the  first 
person  your  customers  see.  Are  your  employ- 
ees customer-oriented? 

The  physician  is  the  leader  of  the  mar- 
keting team.  You  need  to  understand  and  sup- 
port customer-centered  as  opposed  to  self-cen- 
tered employee  performance.  Employees  need 
to  understand  that  customer-centered  per- 
formance is  mandatory,  makes  their  work  more 
pleasant  and  productive  and  relates  to  their 
compensation.  Employees  should  be  ambas- 
sadors of  the  practice. 

There  is  more  to  obtaining  a favorable  em- 
ployee attitude  then  expressing  the  wish.  You 
may  not  have  the  time  or  expertise.  Send  your 
office  supervisor  to  workshops  and  seminars 
on  personnel  motivation,  management  and 
public  relations.  There  are  also  consultants  in 
public  relations  and  marketing. 

You  are  in  the  service  business  and  service 
is  the  focal  point  of  your  marketing  efforts. 
Keep  statistics  on  patient  visits  and  acquisition 
of  new  patients.  Occasionally  ask  your  cus- 
tomers to  complete  a brief  questionnaire.  Pre- 
(Please  turn  to  page  422) 
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suming  your  employees  have  name  badges 
(they  should!),  call  a patient  or  2 at  the  end  of 
the  day  and  ask  which  employee  they  found 
most  courteous  and  helpful  when  they  were 
in  the  office.  Tell  the  employee  and  make  a 
note  to  reward  favorable  behavior  at  the  next 
compensation  review. 

Advertising  is  an  element  of  marketing 
and  belongs  in  your  plan  under  certain  cir- 
cumstances. There  are  several  means  of  ad- 
vertising including  direct  mail  and  newspa- 
pers, radio  and  television.  There  are  generally 
3 situations  that  call  for  advertising: 

• Introducing  a new  service  (a  new  ther- 
apy or  new  partner). 

• Cyclical  revenues  (July  special  on  school 
physicals). 

• Reinforcing  consumer  opinion  (yellow 
page  ad,  telephone  stickers  containing  office 
hours  and  emergency  phone  numbers). 

Today,  marketing  is  as  essential  as  a med- 
ical records  system.  It  requires  planning,  or- 
ganizing and  consistent  execution.  Successful 
marketing  relies  upon  leadership  from  the  top 
and  a commitment  to  offering  convenient, 
courteous,  caring  and  competent  service. 


Why  Buy  Equipment  For  Your 
Practice  . . . LEASE  IT  . . . and 
Increase  Your  Profits! 

Bankers  Leasing  Company  can  help  you  real- 
ize more  profits,  through  a specially-planned 
leasing  program  designed  to  fit  your  individual 
practice  needs.  Consider  these  advantages: 

• Leasing  lets  you  retain  cash  in  your  prac- 
tice and  keep  your  working  capital  working 
for  you 

• Lease  payments  are  100%  tax  deductible, 
when  properly  qualified 

• Leased  equipment  eliminates  obsoles- 
cence, allows  you  to  always  work  with  the 
latest  equipment  to  maintain  maximum  effi- 
ciency 

There  are  many  other  advantages  in  a pro- 
fessionally-planned Bankers  Leasing  program. 
Call  or  write  for  more  information. 

Bankers  Leasing  Company 

ATTN:  Jerry  Xanders  or  Dave  Selden 
1113  Locust  Street  • Des  Moines,  Iowa  50308 
Phone:  515/243-3690  or  Iowa  toll-free:  1-800-622-8335 
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Drug  Therapy  Review 


Sexually  Transmitted  Diseases 


In  the  spring  a young  man's  fancy  lightly  turns 
to  thoughts  of  love.  Alfred,  Lord  Tennyson, 
Locksley  Hall,  1842. 

The  recent  emphasis  on  acquired  immu- 
nodeficiency syndrome  (AIDS)  has  at 
times  overshadowed  other  sexually  transmit- 
ted diseases.  Yet,  gonorrhea,  syphilis  and  the 
other  “classical"  sexually  transmitted  diseases 
remain  a very  real  problem  in  the  United  States. 
Some,  like  syphilis  and  chancroid,  have  shown 
an  alarming  increase  in  incidence.  Others,  like 
chlamydial  infections,  are  difficult  or  expen- 
sive to  diagnose  and  remain  largely  unchecked 
causing  significant  long-term  complications. 
As  a result,  sexually  transmitted  diseases  other 
than  AIDS  have  retained  their  major  role  in 
morbidity  and  reproductive  mortality  in  the 
United  States.1  This  article  reviews  the  current 
epidemiology,  clinical  presentation  and  treat- 
ment of  infections  due  to  Neisseria  gonorrhea, 
Chlamydia  trachomatis,  Treponema  pallidum,  hu- 
man papilloma  virus.  Herpes  simplex  virus  and 
Hemophilus  ducreyi. 

Gonorrhea 

Neisseria  gonorrhea  has  infected  man  for 
centuries,  and  has  a rich  and  fascinating  his- 
tory.2 Many  historical  events  have  been  shaped 
by  this  infection  and  this  enduring  disease  has 
sparked  the  interest  of  generations  of  physi- 
cians.3 In  one  of  the  most  famous  medical  ex- 
periments in  history,  John  Hunter  inoculated 
his  own  urethra  with  pus  from  a patient  with 
presumed  gonorrhea.  Dr.  Hunter  developed 
both  gonorrhea  and  syphilis  and  erroneously 


This  article  was  authored  by  Mary  D.  Nettleman,  M.D.  and  Gail  L. 
Stanley,  M.D.,  Division  of  Clinical  Epidemiology  Department  of  Medi- 
cine at  University  of  Iowa  Hospitals  and  Clinics.  It  was  edited  by  John 
E.  Kasik,  M.D. 


concluded  the  diseases  were  one  and  the 
same.2' 3 

Gonorrhea  is  a reportable  disease,  and  ap- 
proximately 1 million  cases  are  reported  each 
year  though  many  more  go  unreported.4  Gon- 
orrhea was  found  in  8%  of  male  college  stu- 
dents with  urethritis  and  11%  of  unselected 
patients  presenting  to  a clinic  for  sexually 
transmitted  diseases.9' 10 

Most  men  exposed  to  gonorrhea  develop 
a purulent  discharge  in  1 to  14  days.  The  dis- 
charge usually  becomes  copious  and  yellow  to 
green  in  color  and  is  associated  with  dysuria. 
Swelling  of  the  glans  may  also  occur.  In  about 
one  fourth  of  men,  the  discharge  may  remain 
scant  and  watery.6  In  less  than  5%,  the  infec- 
tion is  asymptomatic.7' 8 However,  asympto- 
matic carriers  are  not  likely  to  receive  treat- 
ment and  therefore  are  disproportionately 
represented  in  the  general  population.  Un- 
treated gonococcal  urethritis  resolves  over  a 
period  of  weeks  to  months.  A small  proportion 
of  untreated  patients  will  develop  epididym- 
itis.4 Stricture  of  the  urethra,  common  in  the 
preantibiotic  era,  was  related  to  caustic  treat- 
ments and  is  rare  today. 

Symptoms  in  women  are  less  specific  and 
include  change  in  vaginal  discharge,  inter- 
menstrual  bleeding,  menorrhagia  and  dys- 
uria. Many  women  have  mild  symptoms  or 
are  asymptomatic.  Cervicitis  may  be  noted  on 
pelvic  examination.  Untreated  gonococcal  in- 
fection may  lead  to  salpingitis  and  infertility. 

Pharyngeal  infection  may  occur  and  is 
usually  asymptomatic.  Anorectal  infection  may 
follow  anal  intercourse  but  may  also  occur  in 
women  with  no  history  of  anal  contact.14 

In  some  cases,  gonorrhea  may  dissemi- 
nate to  cause  joint  infections,  tenosynovitis, 
skin  lesions  and/or  endocarditis.  Dissemi- 
nated gonococcal  infection  (DGI)  is  more  com- 
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mon  in  women  and  has  been  associated  with 
complement  deficiencies. 12 

Diagnosis 

Neisseria  gonorrhea  are  small,  gram-nega- 
tive kidney-shaped  cocci  occurring  in  pairs. 
Culture  is  usually  performed  on  selective  me- 
dia to  prevent  overgrowth  of  other  bacteria 
and  requires  24  to  72  hours.4  Gray  or  white 
colonies  are  identified  as  N.  gonorrhea  by  their 
oxidase  reaction,  carbohydrate  utilization  and/ 
or  fluorescence  when  combined  with  tagged 
antibodies. 

Rapid  diagnosis  in  the  outpatient  setting 
is  provided  by  gram  stain  of  smears  from  ure- 
thral discharges.  If  gram  negative  diplococci 
are  seen  inside  polymorphonuclear  leuko- 
cytes, the  smear  is  positive.  If  diplococci  are 
seen  extracellularly  or  appear  to  have  atypical 
shapes,  the  smear  is  equivocal.  In  men  with 
symptomatic  urethritis,  gram  stain  has  a sen- 
sitivity of  90  to  95%  and  a specificity  of  95  to 
100%.  In  asymptomatic  men  and  in  women, 
the  sensitivity  falls  to  50  to  70%  though  the 
specificity  remains  high. 

Gonorrhea  isolates  have  become  progres- 
sively more  resistant  to  penicillin.  In  1976, 
completely  resistant  strains  were  isolated  and 
found  to  contain  a plasmid  coding  for  the  pro- 
duction of  penicillinase.  These  strains  were 
dubbed  penicillinase-producing  Neisseria  gon- 
orrhea or  PPNG.  In  1986,  over  16,000  cases  of 
PPNG  were  reported  and  many  more  went 
unreported.5  Laboratories  should  routinely  test 
for  production  of  penicillinase.5 

More  recently,  chromosomally  mediated 
resistance  to  penicillin  and  plasmid-mediated 
resistance  to  tetracycline  has  been  docu- 
mented. Chromosomal  resistance  to  penicillin 
is  usually  associated  with  resistance  to  tetra- 
cycline and  other  antibiotics.  A few  cases  of 
spectinomycin-resistant  gonococcal  infections 
have  been  reported  in  this  country.14  Labora- 
tories do  not  routinely  test  for  chromosomal 
resistance,  and  the  extent  of  the  problem  re- 
mains unclear. 

Treatment 

In  areas  where  PPNG  accounts  for  < 1% 
of  isolates,  oral  or  injectable  penicillins  may  be 
used.5  The  oral  regimen  is  a one-time  dose  of 
amoxicillin  (3  gm)  or  ampicillin  (3.5  gm).  In- 
tramuscular aqueous  procaine  penicillin  G 
(APPG)  4.8  million  units  may  also  be  used.  All 


penicillin  regimens  should  be  accompanied  by 
one  gram  of  probenecid  by  mouth.  AAPG,  but 
not  oral  penicillins,  is  effective  against  pha- 
ryngeal infection  and  against  rectal  gonorrhea 
in  patients  practicing  anal  intercourse. 

In  areas  where  PPNG  accounts  for  1 to  3% 
of  isolates,  ceftriaxone  250  mg  as  a single  in- 
tramuscular dose  should  be  used  if  patient  fol- 
low-up is  expected  to  be  poor  or  if  local  epi- 
demics occur.5  Spectinomycin  is  an  alternative, 
but  is  not  effective  against  pharyngeal  gon- 
orrhea.4 

In  areas  where  PPNG  rates  exceed  3%, 
ceftriaxone  or  another  effective  medication 
should  be  used  by  all  providers.5 

In  all  cases  of  gonorrhea  in  heterosexuals, 
tetracylcine  or  erythromycin  should  be  taken 
for  one  week  to  empirically  treat  concurrent 
infections  with  Chlamydia  trachomatis.  Concur- 
rent chlamydial  infection  is  less  common  in 
homosexuals  for  unknown  reasons  and  em- 
piric therapy  may  not  be  warranted.13  Tetra- 
cycline is  also  effective  in  pharyngeal,  urethral 
and  cervical  gonorrhea  due  to  sensitive  strains. 

Chlamydia  Trachomatis 

It  has  been  estimated  3 to  4 million  chla- 
mydial infections  occur  annually  in  the  United 
States.16  Chlamydial  infections  are  a major 
cause  of  infertility,  salpingitis,  ectopic  preg- 
nancy, neonatal  infection  and  epididymi- 
tis.17'24 

Because  C.  trachomatis  is  a sexually  trans- 
mitted pathogen,  infection  is  more  common  in 
certain  high-risk  groups.  The  risk  is  22%  in 
men  with  gonorrhea,  37%  in  men  with  non- 
gonococcal urethritis  (NGU),  52%  in  women 
with  gonorrhea,  44%  in  women  with  nongon- 
ococcal cervicitis  and  24%  in  women  with  non- 
gonococcal salpingitis.25  Sexual  partners  of  men 
with  NGU  or  gonorrhea  have  a 36%  and  40% 
risk  respectively.25  In  contrast,  only  5 to  9%  of 
asymptomatic  college  women  will  be  infected 
with  C.  trachomatis.26 

The  signs  of  chlamydial  infection  differ  in 
men  and  women.  Infected  men  attending  a 
sexually  transmitted  diseases  clinic  are  symp- 
tomatic 75%  of  the  time.25  Symptoms  consist 
of  a urethral  discharge  (nongonococcal  ure- 
thritis or  NGU)  and/or  dysuria.  The  discharge 
may  be  minimal  and  the  dysuria  may  be  mild 
or  nonexistent.  As  a result,  patients  often  put 
up  with  their  symptoms  for  a prolonged  pe- 
riod of  time  before  presenting  to  their  physi- 
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cian.  This  delay,  unfortunately,  may  allow 
more  time  for  infection  of  sex  partners  and,  in 
theory,  puts  the  patient  at  higher  risk  for  pros- 
tatitis and  epididymitis.  C.  trachomatis  is  the 
primary  cause  of  “idiopathic”  epididymitis  in 
men  less  than  35  years  of  age.43 

Primary  infection  in  women  is  often 
asymptomatic.  Occasionally,  women  may  no- 
tice a change  in  the  vaginal  discharge,  inter- 
menstrual  bleeding  or  menorrhagia.  Cervicitis 
may  be  discovered  on  examination.  Primary 


. . sexually  transmitted  diseases 
other  than  AIDS  have  retained  their 
major  role  in  morbidity  and  repro- 
ductive mortality  in  the  United 
States.' 


infection  may  spread  to  cause  pelvic  inflam- 
mation and  salpingitis.  Pelvic  inflammation 
may  be  mild  and  virtually  asymptomatic  or 
severe  and  accompanied  by  pain  and  fever. 
Scarring  may  occur  resulting  in  infertility  or 
increased  risk  for  ecotopic  pregnancy.  Sixty 
percent  of  women  with  involuntary  infertility 
due  to  tubal  disease  and  20%  of  all  women 
with  infertility  have  serological  evidence  of 
chlamydial  infection.18  Many  complications  are 
the  result  of  asymptomatic  infections  which 
will  not  be  brought  to  the  attention  of  a cli- 
nician unless  a screening  test  is  employed.  Less 
commonly,  chlamydial  infection  may  be  as- 
sociated with  right  upper  quadrant  pain  caused 
by  a perihepatitis  or  Fitz  Hugh  Curtis  syn- 
drome.27 The  exact  incidence  of  long-term 
complications  of  uncured  chlamydial  infec- 
tions is  not  known  because  patients  identified 
as  having  chlamydial  infections  are  treated  im- 
mediately and  the  natural  course  of  infection 
has  not  been  historically  defined. 

Newborns  may  acquire  chlamydial  infec- 
tion as  they  traverse  an  infected  birth  canal. 
Approximately  20  to  50%  of  infants  born  to 
infected  mothers  will  develop  conjunctivitis 
and  another  5 to  20%  will  develop  pneu- 
monia.24- 28- 29  Up  to  one-fourth  of  those  with 
pneumonia  will  require  hospitalization.30 
Erythromycin  or  tetracycline  drops  instilled  at 


birth  prevent  chlamydial  and  gonococcal  con- 
junctitivis.31  Silver  nitrate  eye  drops  do  not 
prevent  chlamydial  conjunctivitis.  Eyedrops 
do  not  prevent  nasopharyngeal  colonization 
or  subsequent  pneumonia  and  are  less  effec- 
tive in  cases  where  prolonged  membrane  rup- 
ture allows  chlamydial  infection  to  become  es- 
tablished before  birth. 

Anorectal  infection  may  occur  in  persons 
practicing  rectal  intercourse  and  is  often 
asymptomatic.30  Pharyngeal  infection  also  oc- 
curs and  is  usually  asymptomatic.  Inclusion 
conjunctivitis  may  result  from  autoinoculation 
with  infected  genital  secretions  in  the  adult. 
Reiter's  syndrome  has  been  associated  with 
NGU.  Culture-negative  subacute  bacterial  en- 
docarditis is  a very  rare  complication  of  chla- 
mydial infection.43 

Diagnosis 

Chlamydiae  require  a host  cell  to  propa- 
gate and  may  only  be  grown  in  tissue  culture.32 
Nonwooden  specimen  swabs  are  used  to  ob- 
tain a specimen  from  the  urethra  or  endocervix 
and  placed  in  transport  medium.  The  trans- 
port vial  is  agitated  to  liberate  chlamydial  par- 
ticles and  the  suspension  is  used  to  inoculate 
vials  or  96  well  plates  containing  a monolayer 
of  host  cells.  The  culture  is  incubated  for  72 
hours.  If  no  intracytoplasmic  inclusions  are  de- 
tected, the  host  cells  are  disrupted  and 
“passed”  or  reinoculated  into  a fresh  mono- 
layer.  The  passed  culture  is  incubated  for  an 
additional  72  hours.  Cultures  are  considered 
positive  if  typical  intracytoplasmic  inclusions 
are  seen  when  the  monolayer  is  stained  with 
iodine,  giemsa,  or  fluorescein-tagged  mono- 
clonal antibodies. 

It  has  been  estimated  that  a single  endo- 
cervical  cell  culture  has  a sensitivity  as  low  as 
70%.34-35  In  other  words,  culture  would  be  able 
to  identify  70%  of  infected  women  and  would 
be  falsely  negative  in  the  remaining  30% . Sam- 
pling 2 sites,  such  as  the  urethra  and  endo- 
cervix, improves  the  sensitivity.36  A rapid  and 
very  inexpensive  method  of  improving  the 
sensivity  of  culture  is  to  combine  urethral  and 
endocervical  swab  specimens  in  the  same 
transport  vial.36  The  specificity  of  culture  ap- 
proaches 100%  and  a positive  culture  is  reliable 
proof  of  chlamydial  infection. 

It  is  important  that  adequate  specimens 
be  collected.  Specimen  swabs  must  be  ob- 
(Please  turn  to  page  428) 
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tained  from  inside  the  urethra  or  contain  en- 
docervical  cells  in  order  to  yield  the  highest 
possible  number  of  organisms  that  live  inside 
their  host  cells.36  Simply  absorbing  an  external 
urethral  or  vaginal  discharge  is  not  sufficient. 

Culture  is  expensive,  time  consuming  and 
requires  tissue  culture  capability.  Rapid,  in- 
expensive diagnostic  tests  have  been  devel- 
oped, but  are  not  as  sensitive  or  specific  as 
culture.37' 41  Two  types  of  tests  predominate. 
In  the  first,  the  specimen  swab  is  rolled  on  a 
slide.  The  slide  is  fixed  and  stained  with  a 
fluorescein-tagged  antibody.  Chlamydial  par- 
ticles are  detected  as  fluorescent  specks  under 
a special  microscope.  The  second  test  is  an 
enzyme-linked  immunosorbent  assay  (ELISA). 
The  specimen  is  placed  in  medium  and  a tagged 
antibody  is  added.  If  chlamydial  particles  are 
present,  the  solution  will  change  color  in  the 
presence  of  a developing  agent.  Results  are 
read  on  a spectrophotometer.  The  sensitivity 
of  the  rapid  tests  compared  to  culture  has  been 
estimated  to  be  70  to  95%  (e.g.,  the  rapid  test 
will  identify  only  70  to  95%  as  many  infections 
as  culture)  and  the  specificity  90  to  98%. 37-41 
False-negative  and  false-positive  results  are 
more  common  with  rapid  direct  antigen  tests 
than  with  culture. 

Diagnosis  of  NGU  requires  only  a gram 
stain  of  a urethral  smear  in  a male.  If  more 
than  4 polymorphonuclear  leukocytes  (PMN) 
and  gonococci  are  present  per  high-powered 
field  are  seen,  the  diagnosis  of  NGU  is  made 
and  treatment  is  instituted.  The  presence  of 
fewer  PMNs  does  not  rule  out  the  possibility 
of  sexually  transmitted  disease.  NGU  is  a sex- 
ually transmitted  disease  caused  by  any  of  sev- 
eral organisms.  Chlamydia  is  responsible  for 
approximately  40%  of  NGU. 

Treatment 

Because  chlamydial  tests  may  be  insen- 
sitive, the  Centers  for  Disease  Control  has  rec- 
ommended empiric  simultaneous  antichla- 
mydial  therapy  in  high-risk  patients  including 
those  with  gonorrhea,  NGU,  cervicitis,  and 
salpingitis  and  for  the  sexual  contacts  of  these 
patients.16 

Uncomplicated  genital  infection  in  men  or 
women  may  be  treated  with  7 days  of  tetra- 
cycline (2  grams/day),  erythromycin  (2  grams/ 
day),  or  doxycycline  (200  mg/day)  in  divided 
doses.16  42  Pregnant  women  who  experience 
severe  gastrointestinal  symptoms  on  the  full  2 


gm  per  day  regimen  of  erythromycin  may  be 
treated  with  1 gm  per  day  of  erythromycin 
base  and  therapy  continued  for  at  least  2 weeks. 
Pelvic  inflammatory  disease  is  treated  with  at 
least  10  days  of  antichlamydial  therapy  in  con- 
junction with  cefoxitin,  ceftriaxone  or  other 
approved  antibiotic.16  Close  follow-up  is  rec- 
ommended for  patients  with  pelvic  inflam- 
matory disease. 

Because  chlamydial  infections  are  sex- 
ually transmitted,  it  is  important  all  current 
sexual  partners  receive  therapy  concurrently. 


' False-negative  and  false-positive 
results  are  more  common  with 
rapid  direct  antigen  tests  than  with 
culture.' 


Patients  should  be  instructed  to  abstain  from 
sexual  intercourse  during  therapy  and  to  avoid 
intercourse  with  untreated  partners. 

Syphilis 

Syphilis  has  been  an  important  pathogen 
in  man  for  centuries.  In  1897,  Sir  William  Osier 
said  that  to  know  syphilis  and  its  manifesta- 
tions was  to  know  medicine.  Though  its  im- 
portance waned  with  its  decreasing  incidence 
after  the  discovery  of  penicillin,  syphilis  has 
been  making  an  insidious  comeback.  The  in- 
cidence of  congenital  syphilis  has  been  rising 
since  1983. 44  In  1987,  an  increase  of  32%  in 
primary  and  secondary  cases  was  noted.45  Ma- 
jor increases  in  syphilis  in  heterosexuals  oc- 
curred in  California  and  New  York  City. 

Syphilis  is  caused  by  the  spirochete.  Tre- 
ponema pallidum.  The  disease  may  be  acquired 
through  sexual  contact,  contaminated  blood 
products  and  transplacentally.  Syphilis  is  di- 
vided into  chronological  stages  and  the  choice 
of  therapy  depends  on  the  stage  of  the  disease. 
Congenital  syphilis  may  occur  if  the  mother  is 
infected  and  may  cause  cutaneous,  skeletal  and 
mucous  membrane  lesions. 

After  sexual  contact,  an  incubation  stage 
exists  for  1 to  6 weeks.  During  early  incuba- 
tion, the  patient  may  be  asymptomatic  and 
serological  tests  may  be  negative.  Primary 
syphilis  begins  with  the  development  of  a 
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chancre:  a painless  ulcer  at  the  site  of  inocu- 
lation, often  with  raised  margins.  The  chancre 
is  usually  solitary  and  is  often  accompanied  by 
painless  inguinal  adenopathy  (buboes).  Al- 
though usually  located  on  the  genitalia,  chan- 
cres may  occur  at  any  site  including  the  mouth, 
breast,  tongue,  and  fingers.  In  many  cases,  the 
chancre  may  not  be  noticed  or  may  be  ignored. 
It  resolves  in  3 to  6 weeks.  Initial  serological 
tests  may  be  negative  and  dark-field  exami- 
nation of  material  from  the  chancre  may  not 
reveal  spirochetes.  A high  index  of  suspicion 
and  repeated  serological  tests  are  necessary  for 
the  diagnosis. 

The  protean  manifestations  of  secondary 
syphilis  appear  in  a few  weeks  to  months.46  A 
papulosquamous  rash  resembling  "nickels  and 
dimes"  may  appear,  especially  on  the  palms 
and  soles.  This  is  helpful  because  few  rashes 
involve  the  palms  and  soles.  Fever,  malaise, 
headache  and  arthralgias  may  occur.  Other 
manifestations  include  patchy,  "moth-eaten" 
alopecia,  eroded  grayish  patches  over  the  mu- 
cous membranes,  laryngitis,  generalized 
lymphadenopathy  and  meningitis.  Moist,  in- 
tertriginous  papules  (condyloma  lata)  are  more 
common  in  women  and  are  very  infectious. 
Serological  tests  are  invariably  positive  during 
the  secondary  stage  and  titers  may  be  quite 
high.  Symptoms  resolve  in  a few  weeks,  but 
may  recur  if  the  disease  remains  untreated. 
Patients  then  progress  to  the  latent  stages. 

Not  all  infected  patients  manifest  the  signs 
and  symptoms  of  secondary  syphilis.  Many 
enter  the  asymptomatic  latent  stage  directly 
after  the  primary  stage.  In  the  first  year,  the 
patient  is  said  to  be  in  an  early  latent  stage. 
Subsequently,  the  stage  is  referred  to  as  late 
latency.  Patients  are  asymptomatic  and  ser- 
ological tests  are  positive  but  may  have  low 
titers.  The  fluorescent  treponemal  antibody 
absorption  test  (FTA-ABS)  is  more  likely  to  be 
positive  than  the  venereal  disease  research  lab- 
oratory test  (VDRL).47 

Years  after  the  development  of  latency, 
the  tertiary  stage  of  syphilis  may  intervene. 
Symptoms  may  involve  the  central  nervous 
system,  the  cardiovascular  system  or  the  mus- 
culoskeletal system.  Neurosyphilis  may  be 
asymptomatic  and  manifested  only  by  abnor- 
malities of  the  CSF  (predominately  a pleiocy- 
tosis)  or  unrelated  symptoms.48  Based  on  a re- 
view of  241  cases,  approximately  24%  of 
patients  with  neurosyphilis  will  have  some 


type  of  seizure  disorder,  12%  will  have 
ophthalmologic  symptoms,  11%  will  have 
stroke  or  confusion-related  symptoms  and  2% 
will  have  personality  changes. 

On  physical  examination,  pupils  may  be 
irregular  and  unequal  and  may  accomodate 
but  be  unreactive  to  light  (Argyll  Robinson  pu- 
pils). Symptoms  of  "general  paresis"  may 
evolve  over  several  years  and  include  psychi- 
atric abnormalities,  dementia,  speech  disor- 
ders, delusions  of  grandeur  and  general  phys- 
ical deterioration.  Tabes  dorsalis  is  uncommon 
and  consists  of  pain,  decreased  deep  tendon 
reflexes,  paresthesias  and  Argyll  Robinson  pu- 
pils. Painless  destruction  of  the  joints  (Char- 
cot's joints)  and  ataxia  may  occur.  Gummas 
are  nodular  lesions  that  often  become  necrotic 
and  ulcerate  and  may  occur  anywhere  in  the 
body  in  the  tertiary  stages.  Cardiovascular  in- 
fection may  lead  to  aortic  insufficiency  or 
aneurysm. 

Diagnosis 

No  clinically  available  culture  system  ex- 
ists for  T.  pallidum.  Diagnosis  depends  on  di- 
rect observation  of  spirochetes  by  dark-field 
microscopy  or  on  serological  tests.  Chancres 
(especially  if  moist  and  active),  mucous  patches 
and  bubo  aspirates  usually  harbor  organisms. 
A negative  dark  field  may  be  a result  of  a pau- 
city of  organisms,  an  improperly  collected 
specimen,  or  the  absence  of  organisms.  Neg- 
ative dark-field  examination  does  not  rule  out 
the  diagnosis  in  an  otherwise  likely  setting. 

Two  classes  of  serological  tests  are  avail- 
able. Nontreponemal  tests  measure  reagin:  a 
group  of  antibodies  that  recognize  cardiolipin 
antigen.  The  rapid  plasma  reagin  (RPR)  and 
VDRL  both  contain  the  antigen.  Nontrepo- 
nemal tests  are  usually  less  expensive  and  re- 
quire less  expertise  than  the  treponemal  tests 
and  are  therefore  in  use  as  general  screening 
tools.49  False-positive  tests  may  occur  in  febrile 
illnesses,  during  pregnancy,  with  some  au- 
toimmune diseases  and  in  a variety  of  other 
conditions.  The  nontreponemal  tests  may  be 
used  to  measure  titered  responses.  Although 
often  negative  after  successful  treatment,  the 
tests  may  remain  positive  at  low  levels.  A four- 
fold rise  in  titer  is  used  to  indicate  reinfection. 
Nontreponemal  tests  are  positive  during  ap- 
proximately 75%  of  cases  of  primary  syphilis 
and  are  virtually  always  positive  at  very  high 
(Please  turn  to  page  430) 
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titers  in  secondary  syphilis.  In  latent  and  ter- 
tiary stages,  the  titers  fall  and  may  become 
negative  in  40%  of  patients.47- 48  A negative 
nontreponemal  test  does  not  rule  out  infection 
in  latent  and  tertiary  syphilis. 

Treponemal  tests  detect  antibodies  di- 
rected against  T.  pallidum.  The  FTA-ABS  is  the 
most  common  treponemal  test  employed  in 
the  United  States.  The  FTA  is  more  sensitive 
than  the  nontreponemal  tests  and  remains 
positive  for  life,  even  in  patients  treated  suc- 
cessfully. False-positive  results  are  rare,  but 
may  occur  with  autoimmune  disease  or  nar- 
cotic addiction. 

Treatment 

Treatment  depends  on  the  stage  of  dis- 
ease.50 Primary,  secondary  and  early  latent 
syphilis  should  be  treated  with  2.4  million  units 
of  benzathine  penicillin  intramuscularly.  Pen- 
icillin-allergic patients  may  take  tetracycline 
(500  mg,  4 times  daily)  for  15  days.  Occasional 
treatment  failures  have  been  reported  in  sec- 
ondary syphilis.51 

Late  latent  syphilis  or  syphilis  of  un- 
known duration  should  be  treated  with  ben- 
zathine penicillin  2.4  million  units  intramus- 
cularly once  a week  for  3 successive  weeks. 
Neurosyphilis  may  be  treated  with  the  same 
regimen,  but  is  more  commonly  treated  with 
aqueous  penicillin  12-24  million  units  IV/day 
for  10  days  followed  by  benzathine  penicillin 
2.4  million  units  weekly  for  3 doses. 

Condylomata  Accuminata 
(Genital  Warts) 

Genital  warts  are  caused  by  human  pap- 
illoma viruses  (HPV).  Their  exact  incidence  is 
unknown,  but  the  number  of  physician  visits 
for  condylomata  accuminata  has  been  increas- 
ing.52 Warts  are  seen  as  heaped  up  "cauli- 
flower" lesions  occurring  in  clusters  on  the 
genitalia  or  around  the  anus.  No  culture  sys- 
tem for  F1PV  exists  and  diagnosis  is  made  by 
visual  observation  of  the  lesions.  FIPV  may  be 
detected  by  DNA  probe  hybridization.  Com- 
mercial kits  for  HPV  detection  are  currently 
under  evaluation. 

Treatment 

Therapy  is  unsatisfactory.  Painting  warts 
with  podophyllin  is  a common  and  easily 
available  treatment,  though  retreatment  is 


commonly  required.  Podophyllin  is  caustic  and 
must  be  removed  within  4 hours  of  the  first 
treatment.  Liquid  nitrogen  has  been  topically 
applied  to  freeze  warts.  Multiple  treatments 
are  often  required.  Laser  therapy  is  a recent 
innovation  shown  to  be  effective,  but  requires 
trained  personnel  and  expensive  equipment. 
A recent  report  suggests  intact  human  papil- 
lomavirus DNA  is  present  in  the  vapor  pro- 
duced by  laser  therapy  and  would  technically 
pose  a risk  for  infectious  spread  to  health  care 
personnel.53  Large  clusters  of  warts  or  warts 
located  inside  mucous  membranes  should  be 
treated  with  cryosurgery  or  cautery.  Natural 
interferon  alfa  has  been  reported  to  be  of  ben- 
efit, but  is  not  yet  in  common  use.54 

Infection  with  HPV  may  not  always  result 
in  visible  warts.  Flat,  asymptomatic  lesions  may 
occur  on  the  cervix  and  may  only  be  visible 
on  colposcopy.  HPV  DNA  sequences  have 
been  found  in  cervical  neoplasia  suggesting  an 
undefined  role  in  oncogenesis.54'56 

Genital  Infections  Caused  by 
Herpes  Simplex  Virus  (HSV) 

Genital  infection  with  HSV  has  increased 
considerably  in  the  past  2 decades.  Because 
genital  herpes  is  not  a reportable  disease,  its 
exact  incidence  is  unknown.  In  the  United 
States,  HSV  is  the  most  common  cause  of  gen- 
ital ulcers.57  In  developing  countries,  chan- 
croid is  often  a more  common  cause  of  genital 
ulceration.57- 58  HSV  exists  as  types  1 and  2, 
with  HSV  2 being  the  most  common  cause  of 
genital  disease  and  HSV  1 being  the  most  com- 
mon cause  of  oral-labial  disease  (cold  sores). 

The  virus  is  transmitted  through  intimate 
contact  with  an  infected  source.  HSV  is  inac- 
tivated by  cool  temperatures  and  desiccation. 
Nonvenereal  spread  of  the  virus  through  hot 
tubs  or  moist  surfaces  is  unlikely  and  has  not 
been  documented.59  The  initial  or  primary  ep- 
isode is  usually  much  more  severe  than  sub- 
sequent recurrences.  Primary  genital  herpes  is 
characterized  by  systemic  symptoms  such  as 
fever,  myalgia,  headache  and  malaise.  Symp- 
toms of  aseptic  meningitis  may  be  more  fre- 
quent in  women.60  Painful  vesicles  erupt  in  the 
genital  area  and  persist  for  10  days  to  2 weeks.60 
Involvement  of  the  urethra  or  anus  may  cause 
significant  problems  with  urination  and  def- 
ecation. Tender,  nonsuppurative  inguinal  ad- 
enopathy occurs  in  up  to  80%  of  primary  in- 
fections, often  presenting  late  in  the  course 
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and  resolving  slowly.60  Erythema  multiforme 
may  develop  in  a minority  of  patients.  Au- 
toinoculation during  primary  disease  may  re- 
sult in  extragenital  lesions,  particularly  on  the 
buttock,  lip,  finger,  breast  and  eye.60  Rarely, 
the  disease  may  disseminate.  Primary  genital 
infection  with  HSV  1 is  less  common  and  milder 
than  genital  infection  with  HSV  2.  Patients  with 
serum  antibodies  to  HSV  1 or  to  HSV  2 also 
appear  to  have  fewer  symptoms  during  the 
primary  attack. 

More  than  80%  of  patients  with  primary 
infection  with  HSV  2 will  experience  a recur- 
rence in  the  first  year.61- 62  Patients  infected  with 
HSV  1 have  only  a 50%  probability  of  recur- 
rence.6162 Recurrent  disease  is  much  milder 
than  primary  disease  and  symptoms  are  lo- 
calized to  the  genital  area.  Dysethesias,  itching 
or  pain  may  precede  the  erupution  of  the  ves- 
icles that  persists  for  8 to  12  days.60  Despite 
many  studies,  predisposing  causes  of  recur- 
rences have  not  been  defined.  Additionally, 
recurrences  may  be  erratic:  occurring  monthly 
for  a period  and  then  regressing  to  only  a few 
times  per  year. 

Asymptomatic  viral  shedding  may  occur 
in  the  absence  of  vesicles,  and  the  disease  may 
be  transmitted  during  this  phase.63  Asymp- 
tomatic shedding  is  particularly  worrisome  in 
pregnant  women.  More  than  half  of  pregnant 
women  who  carry  HSV  have  been  shown  to 
be  asymptomatic  at  the  time  of  viral  shedding. 
Virus  shed  into  the  birth  canal  at  the  time  of 
delivery  may  result  in  neonatal  herpes  infec- 
tions. Neonatal  disease  is  most  common  in 
women  experiencing  their  first  episode  of  in- 
fection: up  to  40%  of  such  infants  may  acquire 
neonatal  disease.64  Babies  born  to  women  with 
active,  recurrent  disease  have  a lower  risk  of 
neonatal  disease. 

Diagnosis 

Genital  herpes  infection  is  often  diag- 
nosed solely  on  clinical  grounds  in  the  United 
States.  The  occurrence  of  clustered,  painful 
vesicles  in  a sexually  active  adult  is  the  hall- 
mark of  herpes.  In  contrast,  syphilitic  ulcers 
are  usually  solitary  and  nontender.  Though 
chancroid  is  a cause  of  painful  genital  ulcers, 
it  is  less  common  in  this  country  and  may  be 
associated  with  suppurative  lymph  nodes. 
Caution  must  be  used,  however,  because 
syphilis  may  present  atypically  or  may  occur 
concurrently  with  HSV  and  because  the  inci- 


dence of  chancroid  in  the  U.S.  has  been  in- 
creasing. 

Rapid  diagnosis  of  HSV  infection  may  be 
made  from  scrapings  of  active  lesions  stained 
with  Papanicolaou  or  Wright-Giemsa  (Tzanck 
preparation).  Enlarged  cells,  intranuclear  in- 
clusions and  multinucleated  giant  cells  are 
identified  on  positive  slides.  Direct  staining 
methods  have  low  sensitivities,  detecting  as 
few  as  38  percent  of  culture-confirmed  cases.65 

HSV  is  grown  in  tissue  culture  and  the 
virus  is  detected  by  cytopathologic  changes 
(giant  cells,  intranuclear  inclusions),  or  im- 
munologic staining  techniques.57  The  sensitiv- 
ity of  culture  is  highest  when  the  sampled  le- 
sion is  in  the  early  vesicular  stage  (sensitivity 
94%)  and  lowest  when  samples  are  taken  from 
crusted  lesions  (sensitivity  27%). 57 

Treatment 

Acyclovir  is  the  treatment  of  choice  for 
genital  herpes  virus  infections.  Primary  infec- 
tions are  treated  with  200  mg  orally  5 times 
daily  for  10  days.  Treatment  should  be  begun 
within  the  first  few  days  of  the  primary  attack 
and  has  been  proven  to  decrease  the  duration 
of  viral  shedding  and  shorten  healing  time.66 
A course  of  acyclovir  prescribed  for  the  pri- 
mary episode  does  not  prevent  recurrences. 

Oral  acyclovir  is  of  less  benefit  in  recur- 
rent disease.  Given  within  48  hours  of  the  on- 
set of  symptoms,  the  drug  shortened  healing 
time  by  only  1 day  and  had  no  significant  effect 
on  symptoms  (given  as  200  mg  5 times  daily 
for  5 days).  Topical  acyclovir  has  no  significant 
effect  on  either  symptoms  or  time  to  healing 
of  lesions  in  recurrent  disease.67' 68 

In  patients  with  frequent  or  unusually 
troublesome  recurrences,  oral  acyclovir  may 
be  used  as  suppressive  therapy.68  Doses  have 
varied  from  200  mg  2-5  times  daily.  In  a pop- 
ulation having  a natural  recurrence  rate  of  4 
to  12  episodes  per  year,  long-term  acyclovir 
therapy  completely  prevented  recurrences  in 
65  to  85%  of  patients.68  Once  therapy  is  dis- 
continued, the  effect  is  reversed  and  the  pa- 
tients resume  their  natural  course.  Although 
presumed  safe,  studies  have  been  performed 
only  for  a period  of  months:  there  is  little  data 
on  drug  toxicity  in  patients  taking  acyclovir  for 
very  prolonged  periods  of  time.  The  drug  has 
not  been  approved  for  use  in  pregnancy. 

(Please  turn  to  page  432) 
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Chancroid 

Chancroid  was  first  described  in  1852  by 
Brassereau  as  a clinical  entity  distinct  from  the 
more  familiar  chancre  produced  by  syphilis.69 
Although  previously  rare  in  the  United  States, 
the  global  incidence  of  chancroid  now  exceeds 
that  of  syphilis  and  the  frequency  of  reported 
outbreaks  in  this  country  has  increased  since 

1982.70,  71 

Schmid's  review  of  chancroid  outbreaks 
within  the  United  States  has  revealed  several 
demographic  commonalities.77  The  disease  was 
more  common  among  heterosexual  Blacks  and 
Hispanics  with  a markedly  elevated  male-fe- 
male ratio  (3:1  to  25:1).  This  ratio  was  highest 
in  outbreaks  involving  prostitute  patronage. 
Geographic  clustering  of  outbreaks  occurred 
in  1986  where  New  York,  Texas,  California, 
Florida  and  Georgia  accounted  for  98.4%  (3,240 
cases)  of  all  reported  cases.  Over  the  past  5 
years,  only  2 outbreaks  have  been  successfully 
contained  and  the  organism  eliminated.  The 
apparent  establishment  of  endemic  chancroid 
infection  combined  with  the  mobile  nature  of 
North  American  society  suggest  that  chan- 
croid must  be  considered  for  inclusion  in  the 
differential  diagnosis  of  ulcerative  genital  le- 
sions.71 

Chancroid  is  characterized  by  a painful 
"soft  chancre,"  which  possesses  an  irregular 
necrotic  base  often  covered  by  yellowish  ex- 
udate. Lesions  occur  most  commonly  on  the 
coronal  sulcus  of  the  glans  penis  in  men  and 
as  multiple  lesions  on  the  cervix  and  around 
the  anus  in  women.72  One-third  of  the  cases 
are  associated  with  painful  inguinal  lymph- 
adenopathy,  which  may  suppurate  and  form 
sinus  tracts.73 

Diagnosis 

Hemophilus  ducreyi,  the  etiologic  agent,  is 
a fastidious  gram-negative  coccobacillus  that 
makes  successful  isolation  and  culture  of  the 
organism  from  inguinal  buboes  or  ulcer  bases 
a challenging  exercise.  Several  selectively  en- 
riched solid  media  have  been  described  that 
support  the  growth  of  H.  ducreyi  but  the  ab- 
sence of  an  effective  transport  medium  re- 
quires that  cultures  be  plated  immediately 
upon  collection.74' 75  Due  to  the  difficulty  in 
obtaining  a culture-proven  diagnosis,  epide- 
miologic studies  as  well  as  therapeutic  deci- 
sions are  frequently  based  upon  clinically  de- 


fined cases.  Criteria  have  included  1)  painful 
genital  ulcers,  painful  inguinal  lymphadenop- 
athy,  2)  prompt  subjective  improvement  fol- 
lowing erythromycin  that  failed  to  respond  to 
penicillin  G benzathine  or  tetracycline,  3)  neg- 
ative dark-field  microscopy  and/or  negative 
syphilis  serology  and  4)  negative  Tzanck 
smears  or  Herpes  simplex  cultures.71 

Treatment 

Fortunately,  there  are  several  therapeutic 
options  available  including  erythromycin,  cef- 
triaxone, trimethoprim-sulfamethoxazole  and 
amoxicillin/clavulanic  acid  combinations. 
Erythromycin  in  a dose  of  500  mg  4 times  daily 
for  7 days  has  been  effective,  but  gastrointes- 
tinal intolerance  may  limit  patient  compliance. 
Erythromycin-resistant  strains  from  the  Orient 
have  been  reported.76  Ceftriaxone  as  a single 
250  mg  intramuscular  dose  has  the  advantage 
of  enforced  compliance  as  well  as  efficacy.  Prior 
to  initiating  therapy  with  ceftriaxone,  syphilis 
must  be  excluded  as  a concomitant  infection 
as  subsequent  dark-field  examinations  may 
become  negative  while  Treponema  pallidum  per- 
sists in  other  sites.73 

Trimethoprim/sulfamethoxazole  in  a dose 
of  one  double-strength  tablet  (160  mg/800  mg) 
twice  daily  for  7 days  remains  clinically  effec- 
tive in  the  United  States  although  resistance 
has  been  documented  in  Thailand.  Although 
experience  with  amoxicillin/clavulanic  acid  is 
limited,  doses  of  500  mg/125  mg  given  3 times 
daily  for  7 days  has  been  effective.77  Sexual 
contacts  of  cases  should  be  contacted  for  ex- 
amination and  treatment.  Disturbing  reports 
from  Africa  that  imply  chancroid  and  other 
ulcerative  diseases  may  contribute  to  the  het- 
erosexual spread  of  human  immunodeficiency 
virus  should  further  stimulate  the  medical 
community  to  remain  alert  for  the  occurrence 
of  Hemophilus  ducreyi.78 
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432  / Iowa  Medicine 


Iowa  Department  of  Public  Health 


Swimming  Safety 


Swimming  and  water-related  recreation  are 
popular  activities  in  Iowa.  Unfortunately, 
there  are  serious  head  and  spinal  injuries, 
drownings  and  diseases  associated  with  swim- 
ming. Preventing  accidents  requires  a con- 
certed effort  by  state  and  community  leaders 
and  professional  organizations  to  provide 
public  education  programs  to  reduce  injuries. 

Incidence  in  Iowa/U.S. 

Currently,  the  Iowa  Department  of  Public 
Health  (IDPH)  is  investigating  swimming  re- 
lated deaths  during  the  first  part  of  the  1988 
summer  swimming  season  in  Iowa.  The  de- 
partment has  compiled  a list  of  serious  injuries 
and  drownings  from  Iowa  swimming  pools, 
slides,  spas  and  beaches  from  previous  seasons. 

The  National  Safety  Council,  the  U.S. 
Centers  for  Disease  Control  and  the  U.S.  Con- 
sumer Product  Safety's  data  show:  1)  drown- 
ing is  the  third  leading  cause  of  accidental  death 
for  children  under  5;  2)  over  8,000  persons 
drown  annually;  and  3)  an  estimated  65,000 
serious  water-related  accidents  occur  in  the 
U.S.  every  year.  Serious  injuries,  near  drown- 
ings, electrocutions  and  chemical  spills  are 
largely  unreported  to  a control  agency. 

Injury  Case  Reviews 

A review  of  case  injuries  following  serious 
swimming  accidents  shows: 

• The  most  common  severe  injuries  are 
fractures  of  the  spine  or  head  as  a result  of 
striking  the  bottom  of  a swimming  pool/beach 
or  striking  a submerged  object.  Many  of  these 
injuries  result  in  complete  quadriplegia. 

• Proper  rescue  procedures  are  employed 
in  only  a small  percentage  of  cases.  Some  peo- 


This  information  on  public  health  matters  is  furnished  and  spon- 
sored by  the  Iowa  Department  of  Public  Health. 


pie  suffering  spinal  injuries  may  have  incurred 
further  loss  of  neurological  function  through 
mishandling  at  the  accident  scene.  Working 
knowledge  of  basic  emergency  care  is  critical 
for  all  who  participate  in  water  recreation. 

• Most  victims  of  spinal/head  injury  ac- 
cidents displayed  poor  judgment  by  diving  into 
shallow  water.  Low  water  levels  found  in  Iowa 
beaches  and  lakes  (because  of  current  drought) 
increases  the  “unawareness  factor"  which  can 
lead  to  increased  incidences. 

• A typical  drowning  victim  is  a child  2 
years  old.  The  parent  or  supervisor  is  busy  and 
allows  supervision  to  lapse,  unaware  the  child 
is  near  the  backyard  pool.  The  child  falls  in, 
can't  swim  and  drowns  with  no  sounds  or  signs 
of  struggle.  Parents  and  supervisors  never  per- 
ceive how  quickly  drowning  takes  place. 

Condition  of  Iowa  Pools 

Iowa's  public  swimming  pools/beaches  — 
municipal,  hotel,  motel,  apartments  and  back- 
yard pools  — often  do  not  meet  basic  stand- 
ards for  safety.  Based  upon  spot  inspections, 
major  areas  where  simple  precautions  would 
eliminate  significant  risks  are: 

• Supervision.  There  are  insufficient 
numbers  of  properly  trained  and  certified  life- 
guards. Pool  regulations  are  often  unenforced. 

• Design  and  construction.  Many  pools 
do  not  have  sufficient  water  depth  for  diving. 

• Water  quality  control.  Many  public 
pools,  particularly  hotel/motel  and  apartment 
pools,  do  not  have  the  necessary  filter  and 
chemical  equipment  or  trained  operators  to 
provide  clear  and  clean  water. 

• Communication.  All  public  facilities 

need  to  develop  awareness  and  information 
programs.  State  and  local  officials  need  to  pro- 
mote and  develop  these  educational  pro- 
grams. (Please  turn  to  page  436) 
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• The  public,  including  private  pool  own- 
ers, need  to  identify  water  safety  hazards  and 
to  prevent  accidents. 

Legislation  Needed 

A statewide  program  to  provide  routine 
inspection,  training,  and  public  education  on 
pool  safety  does  not  exist.  Iowa  is  the  only 
state  which  has  no  swimming  pool  safety  laws. 

During  the  1987-88  session,  proposed 
swimming  pool  legislation  was  seriously  con- 
sidered. Although  the  proposal  did  not  pass, 
many  individuals  and  organizations  sup- 
ported the  bill.  The  legislation  will  be  resub- 
mitted during  the  1989  legislative  session.  The 
legislation  proposed  would  do  the  following: 

• Establish  minimum  design  and  opera- 
tional standards. 

• Assure  routine  inspection  of  all  public 
pools  by  qualified  inspectors  (coordinated  be- 
tween state  and  local  inspectors). 


• Develop  operator  training  and  lifeguard 
certification. 

• Provide  design  approval  of  new  instal- 
lations. 

• Promote  public  education  for  both  pri- 
vate and  public  pool  owners. 

What  Can  Physicians  and  the 
Medical  Community  do  to  Help? 

Medical  professionals  are  in  a key  position 
to  influence  parents  and  promote  safety  sug- 
gestions: 

• Be  aware  of  water  recreation  risks  and 
inform  parents  of  the  cause  of  severe  swim- 
ming accidents;  know  what  simple  precau- 
tions can  significantly  reduce  risks. 

• Report  serious  accidents  and  disease  to 
the  state  or  local  health  departments. 

• Support  efforts  to  pass  swimming  pool 
safety  legislation. 


July  1988  Morbidity  Report 


Disease 

July 

1988 

Total 

1988 

to 

Date 

1987 

to 

Date 

Most  luly  Cases 
Reported  From 
These  Counties 

AIDS 

7 

26 

26 

NA 

Amebiasis 

4 

1 1 

18 

Black  Hawk,  Bremer, 

Brucellosis 

0 

1 

3 

Polk,  Scott 

Chickenpox 

13 

6419 

7570 

Scattered 

Campylobacter 

68 

250 

204 

Scattered 

Cytomegalovirus 

0 

4 

13 

Eatons  Agent 
Infection 

0 

21 

39 

Encephalitis,  viral 

0 

8 

3 

Erythema 

Infectiosum 

0 

107 

880 

Gastroenteritis 

(GIV) 

100 

13827 

10792 

Scattered 

Giardiasis 

38 

183 

163 

Scattered 

Hepatitis,  A 

2 

34 

78 

Allamakee,  Black 

Hepatitis,  B 

1 1 

58 

82 

Hawk 

Scattered 

Hepatitis,  Non 
A-B 

1 

1 1 

19 

Polk 

Hepatitis 
type  unspecified 

0 

2 

5 

Herpes  Simplex 

63 

593 

705 

Scattered 

Herpes  Zoster 

0 

0 

2 

Histoplasmosis 

4 

12 

9 

Davis,  Franklin,  Linn, 

Infectious 

mononucleosis 

1 

94 

130 

Polk 

Polk 

Influenza, 
lab  confirmed 

0 

110 

67 

Influenza-like 
illness  (URI) 

151 

25581 

24685 

Scattered 

Disease 

July 

1988 

Total 

1988 

to 

Date 

1987 

to 

Date 

Most  July  Cases 
Reported  From 
These  Counties 

Legionellosis 

2 

13 

6 

Dickinson,  Johnson 

Malaria 

0 

1 

3 

Meningitis 

aseptic 

1 

19 

23 

Scott 

bacterial 

6 

71 

57 

Scattered 

meningococcal 

0 

0 

3 

Mumps 

1 

33 

371 

Clinton 

Pertussis 

5 

20 

15 

Appanoose,  Johnson, 

Rabies  in  animals 

17 

104 

175 

Polk,  Wapello, 
Woodbury 
Scattered 

Reye  Syndrome 

0 

0 

0 

Rheumatic  Fever 

0 

0 

2 

Rubella 

(German 

measles) 

0 

0 

1 

Measles 

0 

0 

0 

Salmonellosis 

62 

117 

85 

Scattered 

Shigellosis 

15 

139 

21 

Scattered 

Toxic  Shock 
Syndrome 

0 

0 

4 

Tuberculosis 
total  ill 

8 

26 

26 

Scattered 

bact.  pos. 

8 

22 

26 

Scattered 

Typhoid  Fever 

0 

0 

0 

Venereal  diseases 
Gonorrhea 

194 

1210 

1766 

Scattered 

Chlamydia 

345 

2491 

2058 

Scattered 

Syphilis 

3 

15 

12 

Polk 

Other  Non-Reportable  Diseases:  Lyme  Disease — 1,  Linn; 

Q Fever — 1,  Marion;  Yersinia — 1,  Allamakee;  1,  Bremer; 
1 , Linn. 
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Crisis  in  black  and  white. 


Your  personal  crisis  may  be  waiting  in  the 
morning  mail.  If  so,  you’ll  want  the  best 
professional  help.  You’ll  want  a Medical 
Protective  General  Agent. 

Professional  liability  coverage  is  our  only 
business.  And  we’ve  been  providing  it  for 
almost  100  years.  Our  agents  live  in  the 
territories  they  serve  so  they  understand  the 
local  legal  climate.  And  with  the  extensive 


resources  of  the  home  office  Law  Depart- 
ment to  draw  from,  they’re  always  ready  to 
answer  your  questions  or  give  advice. 

Someday  it  may  be  you  against  a negligence 
charge.  When  that  day  comes  and  your 
professional  reputation  is  on  the  line,  you’re 
going  to  want  all  the  help  you  can  get.  To 
make  sure  you  have  it,  contact  your  Medical 
Protective  General  Agent  today. 


mu 


mus  {Ju>>  ty>AQijr 


Gerry  Smeader 

Suite  512,  Merle  Hay  Tower,  3800  Merle  Hay  Road,  RO.  Box  94127,  Des  Moines,  IA  50394,  (515)  276-6202 


Medical  News/Products  and  Programs 


A MAGICAL  JOURNEY  TO  ANATOMY- 
LAND  — The  Anatomical  Chart  Company  an- 
nounces the  publication  of  the  1988-89  edition 
of  “The  Anatomical  Products  Catalog."  Imag- 
ine . . . the  world's  largest  collection  of  in- 
novative and  educational  products  on  health, 
human  anatomy  and  science  related  topics  — 
over  5,000  products  in  all!  The  240  page  catalog 
divides  the  merchandise  into  4 categories: 
charts  and  posters,  models  and  training  aids, 
books  and  publications  and  the  Anatomical 
General  Store.  For  more  information  and  a copy 
of  this  spectacular  catalog  send  $3.00  ($5.00 
refundable  with  a $30.00  mail-in  order)  to:  The 
Anatomical  Chart  Company,  7124  North  Clark 
Street,  Chicago,  Illinois  60626. 

NEW  INTRACELLULAR  CA  + + SYSTEM—  The 

new  Nikon  Intracellular  CA++  System  is  now  avail- 
able, offering  highly  accurate  intracellular  free  CA+  + 
measurement  with  extremely  reliable,  easy-to-use 
hardware  and  software.  The  basic  system  consists 
of  a high  U.  V.  transmission  Diaphot  with  epiflu- 
orescence  illuminator,  2 Nikon  PI  Photometers,  a 
dual  Photometer  attachment  and  the  intracellular 
CA++  software  package.  The  Intracellular  CA+  + 
system  is  adaptable  to  any  Nikon  Diaphot  currently 
in  use.  Major  applications  of  the  system  are  meas- 
urement of  intracellular  calcium  concentration 
w/Indo-1,  recently  shown  to  be  effective  in  the  study 
of  the  nature  of  cell  division,  tumor  development, 
nerve  impulse  transmission  and  muscle  contraction. 
For  more  information  on  the  Nikon  Intracellular 
Calcium  System,  write  or  call  Nikon  Inc.,  Instru- 
ment Group,  Biomedical  Department,  623  Stewart 
Avenue,  Garden  City,  New  York  11530,  516/222- 
0200. 

RAPID  DETECTION  OF  GROUP  B STREP- 
TOCOCCUS ANTIGEN  — Bactigen®  Group 
B Streptococcus-CS  is  a latex  agglutination  test 
from  Wampole  Laboratories  for  the  detection 
of  Group  B Streptococcus  antigen  from  cervical 
or  vaginal  swab  samples  obtained  from  pre- 
term or  intrapartum  patients.  Bactigen®  Group 
B Streptococcus-CS  will  identify  those  patients 


with  significant  colonization  whose  infants  are 
therefore  at  risk  of  developing  Group  B Strep- 
tococcus related  morbidity.  Further  informa- 
tion can  be  obtained  from  Wampole  Labora- 
tories, Division  of  Carter-Wallace,  Inc., 
Cranbury,  New  Jersey  08512,  609/655-6000. 

MONO-LATEX®  PRODUCT  IMPROVE- 
MENTS — Wampole  Laboratories  MONO-LA- 
TEX®, the  unique  one  step,  2 minute  latex  agglu- 
tination slide  test  for  detecting  infectious 
mononucleosis  antibodies  is  now  available  with  Room 
Temperature  Storage  (up  to  25  C).  Product  dating 
has  also  been  extended  up  to  18  months  from  date 
of  manufacture.  MONO-LATEX®  is  also  now 
available  in  a 1,000  test  kit,  in  addition  to  the  20 
and  50  test  kit  sizes.  The  1,000  test  kit,  designed 
for  large  volume  users,  minimizes  lot  to  lot  quality 
control,  the  need  for  frequent  purchases  and  the 
storage  space  required.  MONO-LATEX®  is  avail- 
able from  all  major  laboratory  suppliers.  Further 
information  is  available  from  Greg  Winther,  Prod- 
uct Manager,  Wampole  Laboratories,  Division  of 
Carter-Wallace,  Inc.,  Cranbury,  New  Jersey  08512, 
609/655-6000. 


NEW  CMV  ANTIBODY  TEST  — The  Viro- 
gen®  CMV  Antibody  Test  is  a latex  agglutin- 
ation slide  test  for  the  qualitative  and  quanti- 
tative detection  of  cytomegalovirus  (CMV) 
antibodies  in  serum  or  plasma.  This  new  test 
provides  10-minute  results  without  the  com- 
plexity of  enzyme  or  fluorescence  immunoas- 
says. To  perform  the  test,  add  latex  to  the  sam- 
ple, mix,  then  rotate  the  slide  for  10  minutes 
and  observe  for  agglutination.  This  simplicity 
is  complemented  by  the  convenience  of  color- 
coded  reagent  dropper  vials,  disposable  care 
slides,  a workstation  module  and  optional 
sample  pipets  to  safely  streamline  testing  and 
economize  on  supplies.  For  further  informa- 
tion contact  Nicholas  J.  Martin,  Product  Man- 
ager, Wampole  Laboratories,  Division  of 
Carter-Wallace,  Inc.,  P.O.  Box  1001,  Cran- 
bury, New  Jersey  08512-0181,  609/655-6000. 
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COMPUTER-AIDED  SPIROMETER  SPEEDS 
AND  SIMPLIFIES  LUNG  DISEASE  DETEC- 
TION — Spiroscan  2000,  from  Brentwood  Instru- 
ments, Inc.,  3425  Lomita  Boulevard,  Torrance, 
California  90505,  1/800-624-8950,  represents  the 
latest  technology  in  speeding  and  simplifying  pul- 
monary function  testing  in  physicians'  offices.  At 
the  touch  of  a single  button,  all  measurements  and 
calculations  are  automatically  displayed,  within  sec- 
onds, by  this  computerized  spirometer.  A suggested 
interpretation  is  also  provided  for  the  physician's 
review  and  diagnosis.  If  desired,  both  pre  and  post 
bronchodilator  tests,  as  well  as  percentage  of  change, 
are  also  printed.  Brentwood's  Spiroscan  2000  has 
an  easily  removable,  complete  air  passage.  A simple 
twist  and  the  total  flow  device  can  be  completely 
autoclaved  or  chemically  sterilized  to  assure  against 
cross  contamination  between  patients. 

TRANSPARENT  FILM  DRESSINGS  — 

Wounds  treated  with  Johnson  & Johnson  BIO- 
CLUSIVE®  Transparent  Film  Dressings,  a thin 
polyurethane  film  coated  with  hypoallergenic 
adhesive,  show  less  scarring  than  those 
dressed  with  conventional  dry  gauze  and  an- 
tibiotic ointment,  according  to  a study  pub- 
lished in  the  June  edition  of  Archives  of  Der- 
matology. BIOCLUSIVE®  dressings  are  widely 
used  therapeutic  products  for  the  manage- 
ment of  IV  sites,  chronic  wounds  (ulcers), 
burns,  skin-graft  donor  sites  and  light  to  non- 
draining surgical  incisions  and  wounds.  The 
dressings  come  in  a variety  of  convenient  sizes, 
including:  IV2  in.  x 1 V2  in.,  2 in.  x 3 in.,  4 in. 
x 5 in.,  5 in.  x 7 in.,  4 in.  x 10  in.  and  8 in.  x 
10  in.  A patented  3-tabbed  system  allows  for 
quick  and  aseptic  delivery  of  the  dressing. 

PIONEERS  OF  SURGERY—  NOVA,  public  tel- 
evision's award-winning  science  documentary  se- 
ries, explores  the  rise  of  modern  surgery  in  a special 
4-part  series  called  Pioneers  of  Surgery.  Airing 
Tuesday,  September  6 at  8 p.m.  on  PBS  (check  local 
listings),  "The  Brutal  Craft,"  the  series  premiere, 
deals  with  those  early  days  of  surgery  and  the  grad- 
ual development  first  of  anesthesia,  then  antiseptics 
and  later  blood  transfusions. 

On  Thursday,  September  13,  "Into  the  Heart" 
will  recount  the  daring  attempts  to  operate  on  the 
heart. 

Perhaps  the  most  remarkable  of  all  surgical  pro- 
cedures — the  replacement  of  a diseased  organ  with 
one  transplanted  from  another  human  — is  the  sub- 
ject of  the  third  NOVA  program,  "New  Organs  of 
Old,"  airing  Tuesday,  September  20. 


The  final  program  in  the  series,  "Beyond  the 
Knife,"  airs  Tuesday,  September  27  and  looks  at 
some  of  the  excesses  of  surgery. 

U.S.  F.D.A.  APPROVES  PACEMAKER  — 

Cook  Pacemaker  Corporation,  Leechburg, 
Pennsylvania,  has  won  approval  from  the  U.S. 
Food  and  Drug  Administration  (FDA)  to  mar- 
ket the  company's  revolutionary  KELVIN®  500 
pacemaker.  The  software-based  KELVIN®  500 
device  is  the  first  temperture-activated,  rate- 
modulated  cardiac  pacemaker  designed  to 
mimic  normal  heart  rhythm  by  sensing  specific 
needs  for  cardiac  output  — and  responding 
appropriately.  It  is  a small,  sophisticated,  mul- 
tiprogrammable  SSI  unit  suitable  for  a con- 
ventional VVI,  single-lead  surgical  procedure. 
The  KELVIN®  500  pacemaker  is  designed  to 
rapidly  respond  to  right  ventricular  blood  tem- 
perature changes  resulting  from  rest,  activity, 
exercise  or  stress. 


Health  in  Child  Care  Project 

The  Iowa  Medical  Society  Board  of 
Trustees  is  endorsing  a new  project  titled 
“Keeping  Kids  Healthy  and  Parents  At 
Work."  The  project  was  developed  by  the 
Iowa  State  University  Extension  and  other 
organizations  and  agencies  concerned  with 
health  in  child  care. 

The  project  is  designed  to  provide  accu- 
rate information  about  disease  transmission, 
sick-child  care,  preventive  health  practices 
and  safety  in  child  care  settings. 

Health  professionals,  child  care  pro- 
viders, parents  and  employers  from  14  coun- 
ties in  central  Iowa  will  be  chosen  to  form 
county  teams.  Using  a grassroots  approach, 
the  teams  will  relay  the  information  to  other 
county  residents. 

Susan  Aronson,  M.D.,  a clinical  profes- 
sor of  pediatrics  at  Hahnemann  University 
in  Pennsylvania  and  nationally  recognized 
authority  on  health  practices  in  child  care 
settings,  will  be  the  keynote  speaker  at  a 
training  conference  in  October.  Dr.  Aron- 
son's keynote  address  and  a panel  discus- 
sion will  be  transmitted  by  satellite  to  sites 
across  Iowa  on  October  1. 
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Health  Care 
Coverage 
That  Wasn’t  Born 

Yesterday 

The  changes  in  health  care  and  health  coverage  in  the 
last  five  decades  have  been  tremendous.  And,  through  it 
all,  Iowa’s  Blue  Cross  and  Blue  Shield  Plans  have  set  the 
pace.  All  the  while,  we  have  worked  diligently  to  help  our 
customers  get  the  most  out  of  their  health  care  dollars,  to 
provide  excellence  in  service  and  to  give  our  members 
cost-efficient,  quality  benefits.  Like  Total  Health  Network 
of  Iowa  and  Family  Health  Plan,  our  innovative  health 
maintenance  organizations...  ALLIANCE  Select,  our  pre- 
ferred provider  program... and  Delta  Dental  Plan  of  Iowa. 

We’ve  worked  with  the  providers  of  health  care  for  50 
years  to  assure  lowans  of  affordable,  high-quality  cover- 
age. And  you  can  be  sure  that  we’ll  be  doing  the  same  for 
another  50  years.  It’s  a tradition  we’re  proud  of. ..and  one 
you  can  count  on. 


Blue  Cross 
Blue  Shield 


Des  Moines/Sioux  City 


About  Iowa  Physicians 


Dr.  Ronda  Dennis-Smithart,  Ottumwa,  has 
been  appointed  to  the  Clinical  Associate  Fac- 
ulty of  the  University  of  Iowa,  Department  of 
Pediatrics.  Dr.  Dennis-Smithart  also  is  a new 
fellow  in  the  American  Academy  of  Pediatrics 
and  will  continue  to  practice  in  Ottumwa  with 
Dr.  Debra  K.  Miller  at  Pediatric  Associates. 
Dr.  Stephen  Sparks,  Keosauqua,  has  moved 
his  private  family  practice  to  Bloomfield.  Dr. 
Sparks  had  practiced  in  Keosauqua  for  5 years. 
Dr.  Mel  Wallinga  has  begun  medical  practice 
in  Orange  City.  Dr.  Wallinga  received  the  M.D. 
degree  from  the  U.  of  I.  College  of  Medicine. 
He  served  his  residency  at  Yakima  Valley  Fam- 
ily Medicine,  Yakima,  Washington  and  main- 
tained a family  practice  in  Yakima  for  6 years. 


Dr.  Claire  Lindholm  was  honored  on  his  re- 
tirement at  a July  4 parade  in  Armstrong.  Dr. 
Lindholm  received  the  M.D.  degree  from  the 
U.  of  I.  College  of  Medicine.  He  retired  from 
his  Armstrong  practice  after  35  years  and  2500 
babies,  about  300  of  whom  joined  in  the  pa- 
rade march.  Dr.  Herman  Hein,  head  of  the 
Statewide  Perinatal  Care  Program  and  a U.  of  I. 
pediatrician,  was  among  51  unsung  heroes 
honored  in  the  July  4 issue  of  Newsweek.  One 
person  from  every  state  was  chosen  for  over- 
coming personal  adversity  or  engaging  in  ac- 
tivities that  have  improved  their  communities 
or  benefited  others.  Dr.  Hein  has  been  cited 
for  setting  up  the  perinatal  program  at  Uni- 
( Please  turn  to  page  442) 
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Clay  Adams 


QBCXE 


Hematology  results  as  easy  as 
a spun  hematocrit 

7 minutes  to  results . . . fast  and  easy 

► Collect  fingerstick  or  venous  sample 

► Centrifuge  sample  in  QBC®tube  for  5 minutes 

► Insert  tube  in  QBC  II  and  read  results  on  digital  display 

7 important  blood  parameters 

Hawkeye  Medical  Supply,  Inc. 


HOME  OFFICE  225  E PRENTISS  STREET.  IOWA  CITY,  IA  52244  (319)  337-3121 
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versity  Hospitals  in  1973,  saving  the  lives  of 
about  400  newborns  per  year.  Dr.  Greg  B.  Pol- 
zin  has  joined  Dr.  William  J.  Burke  and  Dr. 
Grant  L.  Paulsen  at  Gynecology  and  Obstet- 
rics, M.D.'s,  P.C.,  Des  Moines.  Dr.  Paul  B. 
Voleker  has  joined  Drs.  John  F.  Murphy  and 
Stephen  M.  Sundberg  at  Boone  Medical  Spe- 
cialties. Dr.  Volker  received  the  M.D.  degree 
from  the  U.  of  I.  College  of  Medicine  and  com- 
pleted a residency  in  family  practice  at  Wau- 
kesha Memorial  Hospital  Medical  College  of 
Wisconsin  in  Waukesha,  Wisconsin.  He  has 
replaced  Dr.  Robert  A.  Manderscheid,  who 
has  retired  after  36  years  of  practice  in  Boone. 
Dr.  Manderscheid  received  the  M.D.  degree 
from  the  U.  of  I.  College  of  Medicine. 


Dr.  John  A.  Broman  has  retired  after  nearly 
40  years  of  medical  service  to  the  Maquoketa 
area.  Dr.  Broman  received  the  M.D.  degree  at 
Hahnemann  Medical  College  of  Philadelphia 
in  Philadelphia,  Pennsylvania.  Dr.  Louis  R. 
Greco  has  joined  Drs.  Wayne  Rouse,  John  An- 
derson, Frank  Downs  and  James  Hardinger 
at  the  McFarland  Clinic  in  Boone.  Dr.  Greco 
has  been  in  surgical  practice  in  Boone  since 
1955.  Dr.  Guy  McCaw  has  begun  family  prac- 
tice in  Grinnell,  sharing  facilities  with  Dr.  H. 
R.  Light.  Dr.  McCaw  received  the  M.D.  de- 
gree at  the  U.  of  I.  College  of  Medicine  and 
completed  his  residency  through  the  Cedar 
Rapids  Family  Practice  Program.  Dr.  Jon  Fagre 
has  joined  the  medical  staff  at  Greater  Com- 
munity Hospital  in  Creston.  Dr.  Fagre  had 
practiced  in  Denver,  Ames  and  Waterloo  prior 
to  locating  in  Creston.  Dr.  David  G.  Stilley 
has  joined  the  staff  at  Iowa  Methodist  Medical 
Center,  Des  Moines,  as  an  emergency  room 
physician.  He  previously  practiced  with 
Nishna  Valley  Family  Physicians,  P.C.,  Har- 
lan, for  5 years.  Dr.  James  R.  Laferriere  has 
joined  Drs.  Wilmer  G.  Garrett,  John  C.  Justin 
and  Adel  F.  Markar  at  the  pediatric  and  Ad- 
olescent Clinic  in  Mason  City.  Dr.  Laferriere 
previously  practiced  in  Fort  Dodge.  Dr.  Thad- 
deus  T.  Bozek,  Iowa  City,  has  retired  after  39 
years  of  private  practice  in  West  Branch.  Dr. 
Bozek  received  the  M.D.  degree  at  Creighton 
University  School  of  Medicine,  Omaha,  Ne- 
braska. Dr.  Elizabeth  Loeb  and  Dr.  Tom  No- 
vak have  taken  over  Dr.  Bozek's  medical  prac- 
tice in  West  Branch.  Dr.  Terry  Cochran  has 
joined  Drs.  Gene  Egli  and  Donal  Hill  at  the 
Medical  Arts  Clinic,  Fairfield.  Dr.  Cochran  re- 


ceived the  M.D.  degree  from  the  U.  of  I.  Col- 
lege of  Medicine  and  completed  his  residency 
in  family  practice  in  Davenport.  Dr.  Francois 
M.  Abboud,  Iowa  City,  was  elected  to  the  36- 
member  national  board  of  directors  of  the 
American  Heart  Association  at  its  annual 
meeting  in  St.  Louis,  Missouri.  Dr.  Thomas  E. 
Smith,  Jr.,  Ames,  has  been  named  a fellow  of 
the  American  Academy  of  Facial  Plastic  and 
Reconstructive  Surgery.  Dr.  Michael  Kafka, 
pathologist  at  St.  Luke's  Regional  Medical 
Center  in  Sioux  City,  has  had  an  article  pub- 
lished in  Archives  of  Pathology  and  Laboratory 
Testing,  a publication  of  the  AMA.  Dr.  Kafka 
presented  his  paper  entitled  "Internal  Quality 
Control,  Proficiency  Testing  and  Clinical  Rel- 
evance of  Lab  Tests"  at  a national  conference 
last  year. 


Deaths 


Dr.  Howard  H.  Hildebrand,  70,  Ames,  died 
June  13  at  Mary  Greeley  Medical  Center  in 
Ames.  Dr.  Hildebrand  received  the  M.D.  de- 
gree at  the  University  of  Nebraska  College  of 
Medicine,  Omaha,  Nebraska  and  served  his 
prediatric  residency  at  Buffalo  Children's  Hos- 
pital, Buffalo,  New  York.  He  joined  the 
McFarland  Clinic  in  Ames  and  retired  in  1984. 
He  was  a member  of  the  Iowa  Pediatric  Society 
and  the  Iowa  Chapter  of  American  Academy 
of  Pediatrics. 

Dr.  Homer  E.  Wichern,  68,  Des  Moines,  died 
June  25  at  Iowa  Methodist  Medical  Center.  Dr. 
Wichern  was  a general  surgeon  in  Des  Moines 
until  his  retirement  in  1985.  He  served  for  15 
years  on  the  board  of  directors  of  Iowa  Meth- 
odist Medical  Center  where  he  was  a former 
president  of  the  medical  staff. 

Dr.  J.  J.  Buchanan,  82,  longtime  Milford  phy- 
sician, died  June  28  at  the  Milford  Nursing 
Home.  Dr.  Buchanan  received  the  M.D.  de- 
gree at  Indiana  University  School  of  Medicine, 
Indianapolis,  Indiana  and  completed  a resi- 
dency in  Lacrosse,  Wisconsin.  He  retired  in 
1984  and  was  honored  by  the  Milford  com- 
munity for  50  years  of  medical  service  to  the 
area. 
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In  the  Public  Interest 


Powerful  Message  for  Teens 


Gary,  an  iowa  teenager  with  an  athletic 
scholarship  and  a promising  future,  took 
his  young  life  in  his  hands  one  night  and  ir- 
reversibly altered  it.  He  got  drunk  and  stoned 
and  crashed  his  car  going  80  miles  per  hour. 
Though  he  survived  the  accident,  Gary  is  now 
mentally  and  physically  handicapped. 

Gary  sums  up  his  feeling  about  what  hap- 
pened with  these  poignant  words  . . . "Since 
my  accident,  I'm  known  as  being  partially  re- 
tarded; but,  drinking  and  throwing  my  life 
away  the  way  I did,  I think  I was  retarded 
back  then.  I still  can't  believe  what  I did  to 
myself." 

This  young  man  is  one  of  several  teen- 
agers interviewed  in  a new  videotape  pro- 
duced by  the  Iowa  Medical  Society  which  is 
available  to  schools  across  Iowa.  The  tape's 
message  is  crystal  clear:  If  you  drink  and  do 
drugs,  you're  liable  to  get  hurt. 

Tragically,  Gary  is  only  one  of  thousands 
of  young  people  who  suffer  alcohol  or  drug 
related  traumatic  injuries  every  year  in  the 
United  States.  In  a time  when  morbidity  and 
mortality  rates  among  youth  have  shown  an 
alarming  upward  trend,  alcohol  and  drug-re- 
lated accidents  have  become  the  number  one 
killer  of  teenagers. 

The  new  IMS  videotape  contains  factual 
information  about  teenage  substance  abuse  and 
traumatic  injury.  However,  the  focus  of  the 
presentation  is  the  testimony  of  kids  who  put 
themselves  in  harm's  way  through  alcohol  or 
drug  abuse. 

The  tape  was  very  well-received  at  the  IMS 
Annual  Meeting  last  April,  with  many  phy- 
sicians requesting  copies  to  use  for  local  pres- 
entations on  the  problem  of  teenage  substance 
abuse.  Recently,  the  tape  was  shown  to  a sub- 
stance abuse  education  consultant  with  the 
Iowa  Department  of  Education,  who  also  re- 
acted very  favorably. 


As  a result,  plans  are  now  being  imple- 
mented to  distribute  copies  of  the  tape  in  school 
districts  across  Iowa.  The  goal  is  for  every  8th- 
12th  grader  in  Iowa  to  eventually  see  the  tape. 
A study  outline  has  been  developed  for  teach- 
ers to  use  in  conjunction  with  the  videotape. 

Earlier  this  month,  a press  conference  re- 
garding the  new  video  presentation  was  held 
at  Society  headquarters.  Media  representa- 
tives viewed  the  tape,  background  informa- 
tion was  provided  on  its  development  and  ef- 
forts of  the  IMS  and  the  Department  of 
Education  to  distribute  the  tape  were  outlined. 
Copies  of  the  tape  have  been  delivered  to  each 
of  15  area  education  agencies  across  Iowa  and 
additional  tapes  have  been  retained  at  Society 
headquarters  for  loan  to  physicians. 

The  tape  has  a very  powerful  message  for 
Iowa's  youth,  and  physicians  and  others  in- 
volved in  its  creation  are  hopeful  the  message 
gets  across.  In  the  tape,  a woman  whose  21- 
year-old  son  died  of  a drug  overdose  said  she 
constantly  asks  herself  the  question  "What 
could  I have  done?"  Through  efforts  such  as 
this  one  by  the  IMS,  maybe  that  question  will 
be  answered. 
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Daniel  M.  Youngblade,  M.D 

President's  Privilege 


Protecting  Quality  Care 


WHY  AN  ISSUE  ON  QUALITY  CARE?  We  all 
know  what  quality  care  is  — or  do 
we?  Is  it  the  ability  to  evaluate  a patient, 
identify  risk  factors,  make  an  accurate  and 
timely  diagnosis,  stage  the  disease  and  plan 
treatment,  all  in  a compassionate  manner? 
Or,  is  poor  quality  care  related  to  lack  of 
knowledge  or  departure  from  acceptable 
practice  standards? 

Physicians  are  being  asked  to  improve 
quality  of  care.  We  are  asking  others  not  to 
undermine  quality  of  care  by  shortening 
hospital  stays  or  failing  to  provide  adequate 
funds;  but,  when  asked  to  define  quality 
care  we  find  it  difficult  to  produce  a good 
definition  or  a means  of  measurement.  Third 
party  payors  and  the  public  need  methods 
to  measure  quality,  but  the  medical  profes- 
sion can't  meet  that  need. 

Philip  Lee,  M.D.,  director  of  the  Insti- 
tute of  Health  Policy  Studies,  states  that  the 
medical  profession  faces  a profound  chal- 
lenge. “Will  the  profession  continue  as  an 
autonomous  profession  — able  to  set  its 
own  standards  and  regulate  its  own  mem- 
bers — or  will  it  be  treated  as  hundreds  of 
other  occupations  subject  to  increasing  exter- 
nal control  and  the  ethics  of  the  market- 
place?" 

Public  perception  of  physicians,  govern- 
ment cost-saving  measures,  incentives  to 
provide  less  care,  courts,  legislatures,  em- 
ployees, insurers  and  society's  changing  val- 
ues all  directly  affect  physicians.  Likewise, 
factors  in  medicine  — increasing  physician 


numbers,  increasing  numbers  of  female  phy- 
sicians, rapid  advances  in  science,  technol- 
ogy and  instrumentation  and  the  continued 
rise  in  health  care  costs  — all  impose  un- 
precedented changes  for  the  future. 

We  as  a profession  have  not  dealt  with 
the  cost  issue.  Commercial  health  care, 
investor  owned  hospitals,  the  business  of 
medicine  and  failure  to  protect  society  from 
incompetent,  negligent  and  unscrupulous 
physicians  all  relate  to  public  perception  of 
quality  care. 

We  must  find  ways  to  assess  quality 
care  in  order  to  deal  with  those  who  do  not 
measure  up  to  standards.  I urge  you  to  be- 
come involved.  Read  the  August,  1988  grey 
sheet  listing  house  and  senate  files  relating 
to  quality  care  published  by  the  IMS.  Be 
aware  of  HCFA  guidelines,  including  sever- 
ity level  ratings  for  quality  review  in  Survey 
88  — THE  REVIEWER,  published  by  the 
IFMC. 

Don't  be  complacent.  Become  conver- 
sant and  educated  about  local,  state  and  fed- 
erally mandated  regulations  as  they  relate  to 
quality  care.  We  must  be  able  to  respond  in- 
telligently if  we  are  to  protect  quality  medi- 
cal care  for  our  patients. 


President 
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Cover  Story 


Quality  of  Care:  Four  Perspectives 


Editor's  Note:  For  this  month's  special  feature, 
iowa  medicine  invited  4 guest  authors  to  dis- 
cuss their  perceptions  of  quality  health  care.  All  4 
are  highly  qualified  to  speak  to  this  issue  from  a 
unique  perspective.  John  Dixon,  M.D.  is  a family 
practitioner  from  Clinton  who  serves  as  secretary 
for  the  Iowa  Foundation  for  Medical  Care  (Iowa's 
PRO)  and  as  a member  of  the  IFMC's  Quality 
Methods  Committee.  Bruce  Trimble,  M.D.  is  an 
internist  in  Mason  City  and  chairman  of  the  IMS 
Board  of  Trustees.  Merle  Wilson  is  associate  area 
vice  president,  Area  VI,  for  the  American  Associ- 
ation of  Retired  Persons.  Jay  Storey  is  vice  presi- 
dent of  personnel  at  the  Maytag  Company  in 
Newton. 


A Peer  Review  Approach  to 
Quality  of  Care 

High-quality  is  the  buzzword  for  1988. 

Automobiles  operate  with  high-quality 
precision,  color  televisions  display  high-qual- 
ity resolution  and  hospitals  provide  high- 
quality  care. 

Despite  advertising  gimmicks,  informed 
consumers  know  “high-quality"  is  a relative 
term.  Before  buying  a product  such  as  an 
automobile,  an  informed  consumer  com- 
pares costs  and  test-drives  different  models. 

Health  care  is  not  a tangible  item  to  be 
“test-driven"  or  sampled,  yet  consumers 
need  assurance  that  they  are  receiving  the 
best,  most  efficient  health  care  possible. 

Who  could  provide  this  assurance  better 
than  physicians?  Consequently,  in  1983  Con- 
gress created  state  peer  review  organiza- 
tions, or  PROs.  Directed  by  practicing  physi- 
cians, PROs  provide  the  expertise  needed  to 
evaluate  medical  care. 


John 
Dixon,  M.D. 


Traditionally,  the  PRO  program  has 
focused  on  performance  and  outcome  to 
evaluate  patient  care.  If  surgery  and  post-op- 
erative care  is  provided  according  to  profes- 
sionally recognized  standards,  the  provider 
is  said  to  practice  good  medicine.  However, 
studies  such  as  small  area  analysis  have  un- 
covered marked  regional  variations  in  prac- 
tice patterns.  Could  one  method  prove  more 
effective  and  efficient  than  another? 

Slowly,  PRO  review  is  evolving  to  con- 
sider performance,  outcome  and  appropri- 
ateness of  treatment.  As  suggested  by  Paul 
Ellwood,  M.D.  of  InterStudy  in  a recent 
Shattuck  lecture  to  the  Massachusetts  Medi- 
cal Society,  we  should  evaluate  health  care 
not  on  quality  alone,  but  on  the  quality  of 
living  afforded  by  that  care.  Consider  the 
following  situation: 

A 76-year-old  male  presents  to  the  emergency  de- 
partment with  symptoms  indicating  an  MI.  After 
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performing  a brief  work-up,  the  attending  physi- 
cian orders  a cardiac  catheterization.  The  catheter- 
ization reveals  multiple  occlusions.  On  the  basis  of 
the  catheterization  report,  the  attending  physician 
and  consulting  cardiologist  perform  bypass  sur- 
gery. The  surgery  is  successful  and  the  patient  has 
a smooth  recovery. 

From  all  appearances,  this  case  was 
well-handled  — the  surgery  well-executed 
and  post-operative  care  well-supervised.  By 
performance  and  outcome  standards,  the  pa- 
tient received  “high-quality"  medical  care. 

However,  was  bypass  surgery  the  most 
appropriate  choice?  Might  angioplasty  have 
alleviated  the  blockage? 

This  question  could  only  be  answered 
by  a cardiologist  familiar  with  the  circum- 
stances, but  it  is  a question  PROs  are  begin- 
ning to  consider.  Studies  by  PROs  and  other 
organizations  have  identified  regional  differ- 


ences in  treatment  modalities  for  similar 
cases,  but  no  one  has  yet  identified  why 
these  differences  occur. 

Angioplasty  can  be  performed  on  an 
outpatient  basis  and  requires  fewer  re- 
sources and  medical  personnel  than  coro- 
nary bypass.  More  importantly,  it  is  less 
traumatic  for  the  patient.  The  "bottom  line" 
in  this  case  might  be  higher  quality  of  life. 

As  evidenced  by  recent  expansions  in 
the  PRO  program,  the  federal  government 
understands  the  importance  of  maintaining 
physician  control  of  medical  review.  How- 
ever, the  government  is  encouraging  PROs 
to  operate  as  well-informed  consumers  and 
to  consider  "quality  of  life."  In  the  end,  the 
balance  of  efficiency  with  performance  and 
outcome  will  undoubtedly  deliver  the  best 
care  possible.  — John  Dixon,  M.D. 


Measuring  Quality: 

A Physician's  Perspective 

There  is  no  simple  definition  of  "quality 
health  care,"  although  most  of  us  have 
an  intuitive  concept.  In  today's  climate,  cost 
effectiveness  must  be  part  of  any  definition. 

The  process  of  quality  assessment  gen- 
erally has  3 aspects:  structure  refers  to  such 
things  as  the  credentials  of  staff  physicians 
and  committees  devoted  to  quality  assur- 
ance; process  is  evaluation  of  the  actual  deliv- 
ery of  care;  and  outcome  measures,  which  may 
seem  self-defining  but  really  require  severity 
adjustment  for  interpretation.  (Some  patients 
do  less  well  and  require  more  expensive  care 
simply  because  they  are  more  severely  ill.) 

Recent  interest  in  better  and  more  pub- 
lic quality  measurement  has  several  origins. 
Development  of  specific,  but  sometimes 
more  hazardous  and  expensive,  interven- 
tions has  led  to  demands  for  assurance  of 
appropriate  and  high  quality  performance. 
Purchasers,  frustrated  by  rising  health  care 
costs,  want  better  measures  of  outcome  and 
efficiency.  Computer  technology  allows  the 
processing  of  large  amounts  of  data.  Finally, 
both  purchasers  and  large  providers  (hospi- 
tals, large  clinics,  HMOs)  feel  an  increasing 
need  for  systematic  quality  assurance  pro- 
grams in  the  face  of  cost-cutting  efforts. 


R.  Bruce 
Trimble,  M.D. 


Organized  medicine  has  been  active  in 
recent  discussions  on  quality  assessment  and 
assurance.  The  AMA  in  1986  suggested  8 
elements  which,  together  with  outcome, 
characterize  quality  care.  Briefly,  quality  care 
should  1)  produce  optimal  improvement,  2) 
emphasize  health  promotion  and  disease 
prevention,  3)  be  provided  in  a timely  man- 
ner, 4)  seek  to  achieve  the  patient's  in- 
formed cooperation  and  anticipation,  5)  be 
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proficient  and  based  on  accepted  scientific 
principles,  6)  be  provided  with  sensitivity 
and  concern  for  patient  welfare,  7)  make  ef- 
ficient use  of  technology,  and  8)  be  suffi- 
ciently documented  to  allow  continuity  of 
care  and  peer  evaluation. 

The  AMA's  Health  Policy  Agenda  of  the 
American  People  in  1987  recommended  “ac- 
countability through  quality  assurance  mech- 
anisms should  be  part  of  every  system  of 
health  care  delivery,"  and  should  involve 
".  . . consumer  participation  where  appro- 
priate." 

Recently,  the  AMA  established  an  Office 
of  Quality  Assurance.  The  IMS  has  formed  a 
Subcommittee  on  Medical  Care  Assessment. 
JCAHO  has  increased  emphasis  on  the 
structure  and  process  aspects  of  quality  as- 
surance in  its  accreditation  requirements  and 
is  working  on  a pilot  project  of  "clinical  indi- 
cators" for  concurrent  assessment  of  hospital 
care. 

Physicians  have  always  been  proud  of 
the  care  they  provide.  Much  of  the  history 
of  organized  medicine  is  a chronicle  of  suc- 
cessful efforts  to  improve  the  quality  of 
health  care.  It  is  easy  to  be  irritated  at  stead- 
ily expanding  assessment  efforts/especially 
when  these  are  imposed  from  outside  the 
profession. 

However,  it  is  a fact  that  quality  assur- 
ance is  now  beyond  the  sole  jurisdiction  of 


A Consumer's  Perspective 

Rising  health  care  costs  continue  to  fo- 
cus public  attention  on  health  care  re- 
form. It  is  likely  this  will  continue  well  be- 
yond the  year  2000.  In  our  effort  to  achieve 
a more  efficient,  well  balanced  system,  we 
must  not  lose  access  to  quality  medical  care 
across  the  entire  continuum  of  service 
needs.  It  is  important  we  better  understand 
what  quality  medical  care  is  so  the  provider/ 
patient  relationship  is  maintained.  We  must 
evaluate  the  widely  available  payment 
schemes  in  terms  of  quality  care  received. 

Consumers  faced  with  a tightening  of 
health  care  resources  and  consequent  cut- 
backs in  care  are  questioning,  and  rightly  so. 


the  medical  community.  HCFA  has  for  sev- 
eral years  emphasized  quality  assessment  in 
its  review  activities,  has  for  the  past  2 years 
published  hospital-specific  mortality  data 
and  has  begun  to  study  methods  for  evaluat- 
ing individual  physician  performance. 

In  Iowa,  the  Health  Data  Commission  is 
working  on  final  regulations  for  collecting 
standardized  severity  and  outcome  data 
from  hospitals  of  100  beds  or  more.  The  IMS 
and  the  IHA  testified  in  opposition  to  these 
regulations  as  the  systems  to  be  mandated 
are  very  expensive  and  the  data  to  be  gener- 
ated have  not  been  shown  to  be  useful  for 
the  purpose  of  public  accountability.  The 
IMS  does  favor  continued  study  in  this  area. 

From  conversations  with  businessmen, 
consumer  representatives  and  policy-makers, 
I am  convinced  these  groups  want  physi- 
cians to  take  a lead  in  strengthening  quality 
assessment  and  assurance  methods  and  ex- 
plaining the  resultant  data  to  increasingly 
sophisticated  purchasers  and  policymakers. 

If  we  do  not  do  this  well,  we  risk  allowing 
standards  of  care  to  be  defined  by  less 
knowledgeable  groups  who  may,  in  some 
cases,  be  more  interested  in  cost  contain- 
ment than  quality  care. 

This  leadership  role  is  not  new;  defining 
and  maintaining  quality  have  always  been 
physician  roles.  Only  the  techniques  and  cir- 
cumstances change.  — R.  Bruce  Trimble,  M.D. 


Merle 

Wilson 
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just  what  they  are  buying  for  their  health 
care  dollars.  The  answer  to  this  question 
may  be  found  by  considering  such  strategies 
as: 

• Development  and  implementation  of 
a quality  assessment  and  assurance  system 
that  identifies  problems. 

• Implementation  of  appropriate  correc- 
tive actions. 

• Monitoring  the  effectiveness  of  the  ac- 
tions taken  and  collecting  data  that  can  be 
used  by  researchers  to  evaluate  the  “prod- 
uct" being  delivered  by  the  system. 

• These  strategies  should  generate  qual- 
ity of  care  information  to  the  provider  and  to 
the  consumer  alike. 

While  we  suggest  such  activities  would 
be  helpful  in  evaluating  quality  of  care,  such 
a system  does  not  yet  exist  in  its  entirety. 
Pieces  of  it  are  in  place  and  we  must  con- 
tinue to  move  toward  its  full  realization. 


Measuring  Medical  Quality 
— A Business  Perspective 

The  real  problem  is  how  to  cope  with 
runaway  medical  care  costs.  Measuring 
quality  has  become  a necessary  byproduct  of 
this  effort. 

In  1981,  Governor  Ray  established  the 
Governor's  Commission  on  Health  Care  to 
study  skyrocketing  costs.  This  commission 
assembled  those  involved  in  purchasing,  fi- 
nancing and  delivery  of  medical  services  to 
analyze  what  could  be  done.  It  was  painfully 
evident  there  were  few  price/value  judg- 
ments being  made  by  the  consumer,  which 
is  what  normally  controls  the  amount  and 
price  of  services  purchased  in  our  free  enter- 
prise system. 

This  was  true  because  so  many  employ- 
ers (including  our  government  as  an  em- 
ployer and  welfare  provider)  insulated  em- 
ployees from  the  impact  of  medical  costs 
through  first-dollar  and  almost  full-pay  med- 
ical plans.  This  coupled  with  the  practice  of 
reimbursing  providers  on  a cost-plus  or  UCR 
fee  basis  puts  incentives  in  place  for  runa- 
way medical  costs. 


While  AARP  acknowledges  and  sup- 
ports the  effort  to  contain  health  cost  infla- 
tion, health  delivery  decisions  should  come 
primarily  from  a commitment  to  quality  as- 
surance and  not  merely  to  cost  containment. 
The  Association  has  long  held  the  view  that 
shorter  hospital  stays  do  not  necessarily  im- 
ply inappropriate  care.  By  the  same  token, 
high  quality  care  is  not  necessarily  the  most 
expensive  care. 

Strategies  must  improve  health  out- 
comes while  respecting  the  physician-patient 
bonds.  This  relationship  in  itself  enhances 
the  healing  process.  In  recent  years  these 
physician-patient  bonds  have  been  under  se- 
vere stress  and  have  eroded  in  some  cases. 
Our  interests  lie  in  an  efficient,  cost  effective 
health  care  system;  while  at  the  same  time 
maintaining  a humane,  caring,  trusting,  mu- 
tual respect  between  provider  and  patient 
that  is  so  critical  to  the  patients'  recovery 
from  illness.  — Merle  Wilson. 


Jay 

Storey 


The  incentives  for  providers,  consumers 
and  payers  were: 

• Hospitals  made  the  most  money 
when  they  kept  beds  full  and  provided  as 
many  services  as  possible  to  get  the  cost- 
plus  or  billed  charges. 

• Medical  professionals  made  money 
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seeing  as  many  patients  and  providing  as 
many  services  as  possible. 

® The  patient,  who  did  not  pay  the  bill, 
demanded  the  most  extensive  services. 

« The  third-party  payer  made  more 
money  by  paying  more  claims. 

The  obvious  result  was  runaway  costs, 
and  the  obvious  solution  was: 

• Change  the  incentives  so  cost-effec- 
tive providers  were  rewarded  and  non-cost- 
effective  providers  were  forced  to  change  or 
be  driven  out  of  business  OR 

• Governmentally  regulate  the  cost  and 
amount  of  services. 

A government-controlled  medical  deliv- 
ery system  is  a scary  proposal  for  many  of 
us  and  it  is  not  surprising  Iowans  chose  the 
first  solution. 

Iowans  started  changing  incentives  so 
that  purchasers  would  reward  cost-effective 
medical  providers.  Thousands  of  medical 
plans  were  changed  from  first-dollar,  full- 
coverage  plans  to  comprehensive  plans  with 
front-end  deductibles  paid  by  the  patient. 

The  idea  is  when  patients  share  the  cost 
they  seek  out  cost-effective  providers. 

At  the  same  time,  “preferred  provider 
groups"  were  encouraged  to  compete  for 
large  blocks  of  patients  from  companies  and 
government  agencies.  All  this  happened 
along  with  creation  of  the  Health  Data  Com- 
mission, which  attempts  to  provide  the  pub- 
lic with  data  on  cost-effective  medical  pro- 
viders. 

Not  surprisingly,  when  price  competi- 
tion starts  to  take  place,  all  sectors  become 
worried  that  price  competition  will  affect 
quality.  That's  why  it's  so  important  to  have 
some  type  of  measure  that  assures  us  quality 
health  care  need  not  suffer  from  good,  cost- 


effective  management. 

There  appears  to  be  much  evidence  that 
quality  of  medical  results  is  not  directly  re- 
lated to  cost.  There  are  low-cost  providers 
and  high-cost  providers  who  appear  to 
achieve  similar  outcomes. 

However,  it  does  appear  neither  con- 
sumers nor  providers  will  be  satisfied  with 
the  move  to  lower  cost  medical  providers 
until  there  is  a way  to  demonstrate  low  cost 
is  not  being  achieved  at  the  expense  of  qual- 
ity medical  treatment.  One  problem  is  we  do 
not  have  time  to  wait  for  development  of  bet- 
ter techniques  to  measure  outcomes. 

From  1981  through  1986,  it  looked  as 
though  there  was  some  impact  in  slowing 
down  cost  increases  in  medical  services 
(even  though  few  were  buying  based  on 
price).  In  1987  and  1988,  medical  costs  ap- 
pear to  have  soared  again  at  an  even  greater 
rate  than  in  the  late  1970s  and  early  1980s. 

If  we  do  not  prove  that  normal  market 
forces  will  control  medical  costs,  the  second 
alternative  of  government  controlling  and  al- 
locating medical  prices  and  services  will  be 
put  into  effect  by  those  who  believe  in  gov- 
ernment regulations. 

Many  emotions  are  generated  by  such 
questions  as:  Should  we  or  can  we  measure 
medical  quality  or  outcomes?  What  is  qual- 
ity? Which  measure  is  best?  Shouldn't  we 
wait  for  a better  system?  This  debate  has 
stalled  our  efforts  to  control  runaway  medical 
costs.  While  we  argue  and  fuss  about  this, 
Rome  is  burning.  One  day  we  will  wake  up 
with  a full-fledged  nationally  controlled  med- 
ical delivery  system.  Let's  pick  a measure- 
ment system  and  get  on  track  again.  — Jay 
Storey. 


We  invite  you  to  take  advantage  of  our  44  years  as  specialists  in  Medical  Practice 
Management. 

Our  consultants  and  specialty  departments  stay  abreast  of  changing  conditions 
in  the  areas  of  practice  and  personnel  management,  income  tax,  marketing,  fi- 
nancial planning  and  practice  analysis.  Call  or  write  us  today  for  a confidential 
discussion  of  your  needs  and  our  many  services. 


a Professional  Management  Midwest 


fSOClETYN 
OF 

' PROFESSIONALS 
BUSINESS 
CONSULTANTS 


6182  Terrace  Drive 
Johnston,  I A 50131 
515/280-3310 


4403  1st  Ave.,  S.E.  Suite  111 
Cedar  Rapids,  IA  52402 
319/395-7638 
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For  35  years  we've 
been  “on  call”  to 
Iowa  physicians. 

As  the  Iowa 
Medical  Society  insurance 
administrator,  we  collabo- 
rate with  IMS  Services  to 
supply  you  and  your 
colleagues  with  top-of-the- 
industry  protection.  We’ll 
counsel  with  you  across 
the  insurance  spectrum  — 
life,  accident  and  health, 
disability,  etc. 


Please 
write  or  call. 
We're  dedicated  to 
serving  member  phy- 
sicians of  the  Iowa  Medical 
Society  in  a professional, 
competent  manner. 

Our  telephone  numbers  are 
800/532-1105  (In-State  WATS) 
and  515/246-1712. 

Our  address  is  Suite  510,  309 
Court  Avenue,  Des  Moines, 
Iowa  50309. 


THE  PROUTY  COMPANY 


The  HMO  Contract  and 
Quality  of  Care 
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The  authors  discuss  several  HMO  and 
PPO  contract  provisions  which  are 
potential  pitfalls  for  physicians. 


The  health  care  insurance  industry's 
subscription  to  “managed  health  care" 
has  radically  altered  the  physician's  role  in 
the  health  care  delivery  system.  Many  pa- 
tient management  decisions  once  made  by 
the  treating  physician  are  now  made  by  the 
third-party  payor.  Physicians  must  practice 
medicine  within  guidelines  and  mandates 
established  by  the  insurance  company 
through  its  contracts.  Compliance  may  be 
compelled  through  economic  sanctions.  The 
potential  for  conflict  of  interest  is  evident. 
Liability  for  patient  care  under  these  ar- 
rangements is  poorly  defined.  To  avoid  ethi- 
cal and  legal  pitfalls,  it  is  imperative  physi- 
cians thoroughly  review  and  understand 
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the  IMS  Committee  on  Alternate  Delivery  Systems.  Mr.  Boyd  is  a law 
clerk  to  the  Honorable  Donald  Lay,  Chief  Judge,  Eighth  Circuit,  U.S. 
Court  of  Appeals.  Ms.  Boyd  is  associate  supervisory  counsel  for  the 
Federal  Home  Loan  Bank  of  Des  Moines.  Mr.  Wilson  practices  law 
with  the  firm  of  Bowers,  Wilson  and  Romar,  Des  Moines. 


contracts  they  enter  into  with  insurance 
companies. 

The  proliferation  of  HMO's  and  PPO's 
and  other  health  insurance  organizations 
and  the  threat  posed  by  cost  containment  to 
physician  professionalism  were  anticipated 
years  ago  by  the  Iowa  Medical  Society  when 
it  established  its  Committee  on  Alternate  De- 
livery Systems.  The  Committee  has  closely 
monitored  recent  developments  in  managed 
health  care.  This  article  discusses  several 
HMO  and  PPO  contract  provisions  that  have 
invoked  concern.  The  discussion  is  pre- 
sented in  the  form  of  questions  to  3 attor- 
neys who  expressed  a willingness  to  review 
current  legal  literature. 

Question:  Is  the  physician  at  risk  sign- 
ing contracts  that  require  prior  authorization 
before  hospitalization  or  some  forms  of  ther- 
apy can  be  instituted? 

Response:  Authorization  requirements 
and  utilization  regulations  are  at  the  heart  of 
problems  with  these  contracts.  These  are  the 
provisions  which  are  intended  to  contain 
costs: 

The  Physician  agrees  that  all  non-emergency  hos- 
pital admission  of  participants  must  be  author- 
ized in  advance  by  the  Health  Insurance  Organi- 
zation. The  Health  Insurance  Organization  shall 
establish  an  appropriate  length  of  stay  necessary 
to  treat  the  condition(s)  for  which  the  participant 
is  hospitalized.  The  initial  length  of  stay  as- 
signed the  plan  will  comply  with  length  of  stay 
criteria  and  Quality  Assurance  Standards  adopted 
by  the  Utilization  Review  Committee. 

The  primary  difficulty  stemming  from 
these  requirements  and  regulations  is  the 
potential  for  inconsistency  with  the  accepted 
standard  of  care  and  incompatability  with 
good  medical  practice.  It  is  essential  to  re- 
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member  that  retrospective  reimbursement 
programs  led  to  development  of  a lavish 
standard  of  care.  Despite  the  fact  reimburse- 
ment schemes  have  changed,  the  standard 
of  care  does  not  necessarily  reflect  this 
change.  A patient  who  does  not  recover  may 
have  a colorable  claim  against  the  physician 
because  that  physician  failed  to  order  ex- 
haustive testing  or  prescribe  state  of  the  art 
treatment. 

A recent  case.  Wickline  v.  State,  228, 

Cal.  Rptr.  661  (1986),  dramatized  the  difficul- 
ties physicians  face  due  to  the  conflict  be- 
tween adequate  care  and  cost  containment. 

In  Wickline,  a patient  brought  an  action 
against  Medi-Cal,  California's  medical  assist- 
ance program.  The  patient  had  been  hospi- 
talized for  arteriosclerosis  and  circulatory 
complications  in  her  right  leg.  Her  treating 
physician  felt  she  should  remain  in  the  hos- 
pital for  continued  treatment  and  monitor- 
ing. Consultants  who  reviewed  the  case  on 
behalf  of  Medi-Cal  determined  she  should 
be  discharged.  Soon  after  the  patient  left  the 
hospital,  she  experienced  problems  arising 
from  a blood  clot  in  her  leg.  Subsequently, 
she  underwent  amputation  of  her  right  leg. 

In  the  lawsuit,  the  patient  alleged  that 
the  amputation  was  the  result  of  premature 
discharge  from  the  hospital.  She  did  not 
name  the  treating  physician  as  a defendant. 
The  jury  returned  a $500,000  verdict  against 
Medi-Cal.  The  verdict  was  reversed  on  ap- 
peal. In  its  ruling,  the  California  Court  of 
Appeals  stated: 

Third  party  payors  of  health  care  services  can  be 
held  legally  accountable  when  medically  inappro- 
priate decisions  result  from  defects  in  the  design 
or  implementation  of  cost  containment  mecha- 
nisms as,  for  example,  when  appeals  made  on  a 
patient's  behalf  for  medical  or  hospital  care  are 
arbitrarily  ignored  or  unreasonably  disregarded 
or  overridden.  However,  the  physician  who  com- 
plies without  protest  with  the  limitations  im- 
posed by  a third  party  payor,  when  his  medical 
judgment  dictates  otherwise,  cannot  avoid  his  ul- 
timate responsibility  for  the  patient's  care.  He 
cannot  point  to  the  health  care  payor  as  the  lia- 
bility scapegoat  when  the  consequences  of  his 
own  determinative  medical  decisions  go  sour. 

Id.  at  670-71.  In  other  words,  the  pres- 
sures and  constraints  of  prospective  evalua- 
tion of  medical  care  will  not  be  taken  into 
account  when  assessing  liability.  The  treat- 
ing physician  has  ultimate  responsibility  for 
the  care  of  the  patient.  Moreover,  physicians 
should  be  aware  that  if  they  sign  away  their 


right  to  practice  the  accepted  standard  of 
care,  it  is  possible  they  may  be  without 
professional  liability  insurance. 

Question:  What  are  the  implications  of 
indemnification  clauses  contained  in  many 
HMO  and  PPO  contracts? 

Response:  The  indemnification  or  “hold 
harmless"  provisions  in  many  of  these  con- 
tracts simply  state  that  the  attending  physi- 
cian is  responsible  for  the  quality  of  care 
rendered  to  participants.  If  treatment  is  sub- 
standard, this  clause  requires  the  physician 
to  hold  harmless,  indemnify  and  defend  the 
insurer.  Although  these  indemnification  pro- 
visions have  yet  to  be  interpreted  in  court, 
the  effect  of  these  provisions  appear  to  shift 
all  contractual  liability  to  the  physician.  An 
indemnification  clause  may  take  the  follow- 
ing form: 

The  Physician  shall  be  responsible  for  the  quality 
of  care  rendered  to  the  participants,  and  agrees  to 
hold  harmless,  indemnify,  and  defend  the  Health 
Insurance  Organization,  its  employees,  officers, 
and  directors,  from  any  and  all  liability,  includ- 
ing reasonable  attorney's  fees,  interests,  and 
costs,  arising  out  of  or  related  to  health  care  pro- 
vided by  the  Physician  under  this  contract. 

This  type  of  indemnification  provision 
would  not  have  been  a serious  concern  5 or 
10  years  ago.  At  that  time,  physicians  had 
nearly  complete  autonomy  in  diagnosis  and 
treatment  decisions.  Subsequent  contractual 
arrangements  have  imposed  prior  authoriza- 
tion restrictions,  utilization  limitations  and 
cost  containment  regulations.  These  re- 
straints affect  the  decisionmaking  process 
and,  consequently,  the  quality  of  care.  Deci- 
sionmaking is  shared,  but  indemnification 
provisions  give  the  treating  physician  com- 
plete responsibility  for  these  decisions. 

Question:  By  signing  contracts  that  con- 
tain economic  sanctions,  do  physicians  risk 
more  than  the  expressly  stated  economic  lia- 
bility? 

Response:  Health  insurance  organiza- 
tions may  insert  economic  sanctions  to  com- 
pel physician  compliance  with  the  contract. 
For  example,  contractual  provisions  relating 
to  prior  authorization  and  utilization  regula- 
tions may  state: 

The  Physicians  will  be  liable  for  the  expenses  of 
any  non-emergency  hospitalization  not  approved 
in  advance  by  the  Plan  or  the  expense  of  any  un- 
authorized period  of  hospitalization  that  extends 
beyond  the  length  of  stay  assigned  by  the  Plan. 
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In  this  provision,  a physician  may  be  li- 
able for  expenses  if  he  or  she  believes  a pa- 
tient must  remain  hospitalized  for  a period 
beyond  that  prescribed  by  the  health  insur- 
ance plan.  Sanctions  may  also  be  attached  to 
unauthorized  admissions  and  referrals. 

These  provisions  are  supposedly  an  at- 
tempt to  discourage  waste  and  unnecessary 
utilization.  The  public  could  perceive  these 
economic  sanctions  as  disincentives  to  prac- 
tice with  the  appropriate  standard  of  care. 
Jurors  sitting  on  medical  malpractice  cases 
who  are  shown  these  contracts  may  be 
highly  suspicious  of  physicians  who  have 
discharged  a patient  prematurely  or  have 
made  a misdiagnosis  that  would  not  have 
occurred  with  more  extensive  testing.  Physi- 
cian acceptance  of  economic  sanctions  may 
suggest  they  are  more  concerned  with  cost 
containment  than  with  providing  adequate 
health  care. 

Question:  Are  there  potential  problems 
with  a contract  that  gives  the  HMO  the 
power  to  later  modify  its  terms  without  the 
physician's  consent? 

Response:  Some  contracts  actually  allow 
the  insurer  the  power  to  unilaterally  modify 
authorization  policies,  utilization  limitations 
and  sanctions  for  noncompliance  with  the 
contract.  Such  a provision  may  state: 

The  Physician  shall  adhere  to  the  terms  and  pro- 
visions of  the  Health  Care  Delivery  Manual  pub- 
lished and  amended  periodically  by  the  Health 
Insurance  Organization. 

It  is  entirely  reasonable  for  a business 
entity  to  reserve  the  right  to  change  its  by- 
laws to  facilitate  internal  efficiency.  How- 
ever, in  its  extreme  form  such  a clause  con- 
stitutes egregious  overreaching  and  could 
become  an  intolerable  interference  with  a 
physician's  duty  to  practice  medicine  re- 
sponsibly. A physician  must  not  sign  a con- 
tract that  contains  such  a clause. 

Question:  Are  there  guidelines  physi- 
cians should  follow  when  negotiating  these 
agreements? 

Response:  There  are  several  guidelines 
physicians  must  adopt  when  reviewing  ar- 
rangements proposed  by  third-party  payors. 
First  and  foremost,  physicians  should  give 
professional  liability  insurers  copies  of  the 
proposed  contracts.  The  insurer  can  offer  a 
useful  analysis  of  the  terms  of  the  agree- 
ment. This  will  also  inform  the  physician  on 


the  ways  in  which  the  contracts  may  relate 
and  influence  their  coverage.  Advice  from 
the  insurer  can  be  invaluable  in  negotiating 
these  contracts. 

There  is  no  one  more  qualified  than  the 
physician  to  determine  whether  the  authori- 
zation scheme  proposed  in  the  agreement  is 
compatable  with  the  standards  of  responsi- 
ble medical  practice.  The  physician  must  ne- 
gotiate an  adequate  system  for  review  of 
treatment  or  refuse  to  enter  into  the  agree- 
ment. 

Finally,  in  negotiating  a contract  physi- 
cians should  retain  the  right  to  terminate  the 
relationship  at  any  time  in  the  future  with- 
out cause.  The  right  to  terminate  without 
cause  allows  the  physician  to  escape  a pro- 
gram which  causes  unanticipated  problems. 
This  is  a critical  failsafe  provision. 
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sky,  M.D.,  Editors,  AIDS:  A Guide  for  the  Pri- 
mary Physician,  University  of  Washington  Press, 
Seattle,  Washington,  Paperback,  $15.00.  This 
book  is  designed  as  a practical  and  up-to-date 
reference  for  physicians  and  other  health  care 
workers  who  face  an  intimidating  array  of 
medical,  scientific  and  technical  questions 
against  the  background  of  many  social,  polit- 
ical and  economic  problems.  It  provides  a 
foundation  for  further  knowledge  in  this  rap- 
idly changing  field.  Major  scientific  and  clin- 
ical points  are  clarified  in  charts,  graphs  and 
illustrations.  The  guide  originated  as  a special 
edition  of  University  of  Washington  Medicine 
magazine,  a publication  of  the  University  of 
Washington  School  of  Medicine.  A CME  ex- 
amination which  will  award  4 hours  of  Cate- 
gory I credit  is  included. 
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Questions  & Answers 


AMA  Efforts  in  Quality 
Assurance 


The  author , head  of  the  American  Med- 
ical Association's  new  Office  of  Quality 
Assurance/  discusses  how  quality  med- 
ical care  can  — and  cannot  — be  meas- 
ured. 


Will  you  describe  the  AMA's  activities  in  the 
area  of  quality  care? 

Maintaining  and  improving  the  quality  of 
medical  care  has  been  the  central  purpose  of 
the  AMA  since  it  was  established  in  1847.  The 
AMA  House  of  Delegates  reaffirmed  this  com- 
mitment when  it  recently  adopted  the  follow- 
ing statement  on  the  quality  of  medical  care: 
The  American  Medical  Association  is  unequivo- 
cally committed  to  ensuring  the  provision  of  high 
quality  medical  care  to  all  individuals.  As  a part  of 
this  effort,  the  American  Medical  Association  will 
aggressively  promote  organized  and  systematic 
quality  assessment  and  quality  assurance  activities 
as  an  integral  aspect  of  day-to-day  practice  of  every 
physician,  regardless  of  the  treatment  setting. 

In  addition  to  the  many  AMA  programs 
designed  to  improve  quality,  the  AMA  re- 
cently established  an  Office  of  Quality  Assur- 
ance. 

Can  quality  be  measured? 

Providing  quality  medical  care  is  an  enor- 
mously complex  process  in  which  many  is- 


sues, subjective  as  well  as  objective,  must  be 
considered.  What  treatment  options  are  avail- 
able? What  are  the  patient's  expectations?  What 
quality  of  life  issues  should  be  considered?  Al- 
though some  aspects  of  these  issues  can  be 
quantified,  many  cannot.  Aggregate  statistics 
such  as  mortality  data  are  inadequate  to  meas- 
ure quality.  Thus,  quality  is  difficult  to  meas- 
ure and  even  where  measurements  exist,  their 
precision  is  often  challenged. 

If  quality  can't  be  measured,  what  is  the  role  of 
quality  assessment? 

The  purpose  of  quality  assessment  is  to 
improve  medical  practice  by  providing  phy- 
sicians with  information  that  will  enhance  pa- 
tient care.  Statistics  such  as  infection  rates, 
complication  rates  and  mortality  rates  for  spe- 
cific diagnoses  or  procedures  might  provide 
an  effective  screening  technique  for  identify- 
ing areas  that  merit  further  study. 

Of  course,  more  detailed  analysis  and  peer 
review  may  indicate  the  quality  of  care  was 
appropriate.  However,  if  peer  review  identi- 
fied deficiencies,  strategies  for  improvement 
can  be  designed.  Physician  participation  in  this 
process  is  essential  to  assure  the  criteria  used 
and  the  review  decisions  are  appropriate. 

The  Health  Data  Commission  of  Iowa  is  cur- 
rently considering  a proposal  to  require  Iowa 
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hospitals  to  install  computer  systems  to  measure 
severity  of  illness.  What  is  your  assessment  of 
this  approach? 

Severity  of  illness  is  clearly  an  important 
factor  in  evaluating  quality.  Various  computer 
approaches  for  analyzing  severity  of  illness  in- 
formation have  been  developed.  Some  of  these 


'Thus,  quality  is  difficult  to  meas- 
ure and  even  where  measure- 
ments exist , their  precision  is  often 
challenged.' 


techniques  provide  appropriate  adjustments 
to  statistical  data.  They  may  also  facilitate 
screening  efforts  of  a hospital  quality  assur- 
ance program. 

However,  none  of  the  severity  of  illness 
computer  systems  provide  an  adequate  meas- 


ure of  quality.  Although  I expect  the  govern- 
ment, insurance  companies  and  others  will 
continue  their  efforts  to  use  severity-adjusted 
data  to  assess  quality,  it  is  important  that  phy- 
sicians, legislators  and  the  public  recognize  the 
limitations  of  these  data. 

As  director  of  the  AMA's  new  Office  of  Quality 
Assurance,  what  do  you  — and  the  AMA  — hope 
to  accomplish? 

The  AMA  is  committed  to  remaining  the 
leader  in  efforts  of  organized  medicine  to  as- 
sure and  improve  the  quality  of  medical  care. 
The  Office  of  Quality  Assurance  will  coordi- 
nate existing  quality  activities  within  the  AMA, 
act  as  a liaison  with  other  organizations  with 
major  quality  activities,  evaluate  quality  initi- 
atives undertaken  by  other  organizations,  fa- 
cilitate development  and  implementation  of 
effective  quality  assurance  and  provide  infor- 
mation to  physicians  to  improve  the  quality  of 
medical  care.  In  addition,  the  AMA  will  con- 
tinue its  efforts  to  influence  the  impact  of  laws 
and  regulations  on  the  quality  of  medical  care. 
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Giant  Ruptured 
Thyroglossal  Cyst 
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The  authors  describe  an  extremely  rare 
and  enormous  thyroglossal  cyst  occur- 
ring in  an  elderly  woman. 


Although  rare,  thyroglossal  duct  rem- 
nants account  for  most  frequently  noted 
congenital  disorders  in  the  neck.1' 2 Often  these 
remnants  form  cysts  and  become  evident  as 
slow  growing  midline  neck  swellings.  Over 


Dr.  Kabadi,  formerly  of  Des  Moines,  is  an  internist  with  the  VA 
Medical  Center  in  Phoenix,  Arizona.  Dr.  Semenza  was  a student  at  the 
University  of  Osteopathic  Medicine  and  Health  Sciences,  Des  Moines, 
when  this  paper  was  written  and  now  resides  in  Springfield,  Illinois. 
Dr.  Valin  is  a family  practice  physician  in  Des  Moines.  Dr.  Riley  is  a 
general  surgeon  who  also  practices  in  Des  Moines. 


80%  of  these  cysts  occur  and  are  managed  dur- 
ing childhood  and  adolescence.3  FTowever, 
they  represent  rare  causes  of  neck  swelling  in 
elderly  population.4  This  report  describes  a rare 
presentation  of  a multilocular,  thyroglossal  cyst 
of  enormous  size  in  an  elderly  woman  who 
sought  medical  intervention  because  of  the  cyst 
rupture. 

Case  Report 

A 72-year-old  white  woman  was  admitted 
to  Iowa  Lutheran  Hospital,  Des  Moines,  on 
March  20,  1986.  A huge  mass  of  several  year's 
duration  in  the  anterior  region  of  the  neck  had 
ruptured  and  was  leaking  fluid.  The  mass  had 
been  present  for  over  20  years  with  varying 
degrees  of  enlargement;  over  the  past  5 years 
it  had  enlarged  gradually.  The  patient  did  not 
seek  medical  attention  until  it  ruptured  be- 
cause she  had  no  specific  problems  other  than 
the  disfigurement.  She  related  a mild  hoarse- 
ness of  voice  over  many  years  but  no  respi- 
ratory difficulty.  She  denied  symptoms 
suggestive  of  thyroid  dysfunction.  Her  past 
medical  history  was  noncontributory.  She  took 
no  medications  and  had  had  no  surgical  pro- 
cedures. Family  history  was  noncontributory. 

Vital  signs  were  normal  including  a blood 
pressure  of  140/70  with  no  significant  postural 
change  and  no  fever.  She  was  5 '4"  tall  and 
weighed  185  lbs.  The  skin  was  warm  without 
rashes,  lesions  or  dryness.  Fundi  were  benign 
and  an  eye  examination  was  normal.  Mucus 
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membranes  were  moist  without  lesions  and 
the  tongue  was  midline  without  tremor.  A large 
fluctuant  transilluminant,  multilocular  cystic 
mass  (10"  x 6"  x 3")  on  the  neck  extended  to 
the  anterior  aspect  of  chest  (Figures  1 and  2). 
It  oozed  a chocolate  colored,  clear  fluid  from 
its  right  inferolateral  edge.  Although  mildly 
tender  with  erythematous  skin  over  it,  other 
signs  of  inflammation  (i.e.  warmth  and  exu- 
dation of  pus)  were  absent.  It  was  difficult  to 
appreciate  any  movement  of  the  mass  either 
on  swallowing  or  on  protrusion  of  the  tongue. 
However  lateral  mobility  was  elicited.  No  cer- 
vical lymphadenopathy  was  evident.  Indirect 
laryngoscopy  showed  normal  movement  of 
both  vocal  cords  suggesting  no  involvement 
of  recurrent  laryngeal  nerves. 

The  urinalysis,  complete  blood  count, 
erythrocyte  sedimentation  rate  and  blood 
chemistries  were  normal.  Arterial  blood  gases 
were  normal.  The  thyroid  function  tests  were 
normal  with  negative  antimicrosomal  and  an- 


Figure  1.  Anterior  view  of  a large  neck  mass  in  an 
elderly  woman. 


tithyroglobulin  antibody  titers.  Electrocardi- 
ogram was  unremarkable.  Chest  X-ray  showed 
a huge  uniform  density  extending  from  chin 
to  the  upper  V3  of  the  chest,  normally  aerated 
lung  fields  and  normal  skeletal  structures  (Fig- 
ure 3).  Thyroid  scan  with  Tech  99  demon- 
strated normal  thyroid  tissue  superimposed  by 
a very  large  cystic  mass  (Figure  4).  CT  scan  of 
neck  confirmed  cystic  mass  which  appeared  to 
originate  from  the  hypopharyngeal  area  su- 
peroposteriorly  and  extending  anteroinfer- 
iorly  to  the  front  of  the  neck  and  chest  (Figures 


Figure  2.  Lateral  view. 


Figure  3.  X-ray  of  neck  and  chest  showing  cyst's  enor- 
mous size. 
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5 and  6).  The  cystic  mass  was  aspirated  at  the 
bedside  with  20  gauge  needle  and  about  500 
ml  of  clear  chocolate  colored  fluid  removed. 
The  fluid  showed  few  red  blood  cells.  No  ab- 
normal cells  were  evident  and  the  culture  was 
negative  for  growth  of  microorganisms  by  72 
hours.  On  the  following  day,  another  1000  ml 
of  fluid  was  aspirated  in  the  operating  room 
under  general  anesthesia  and  the  cyst  within 
its  walls  was  excised  in  toto.  The  histopatho- 
logical  studies  revealed  a benign  thyroglossal 
cyst.  The  patient  had  an  uneventful  recovery 

I % 


and  was  discharged  on  the  5th  postoperative 
day.  On  reexamination  after  2 months,  the  pa- 
tient had  no  complaints  and  no  recurrence  was 
noted. 

Comment 

Thyroid  cysts  are  usually  noted  during 
routine  physical  examinations  in  young  and 
elderly  alike.  However,  in  the  elderly  it  is  a 
rare  finding.  Furthermore,  it  is  still  a less  fre- 
quent cause  for  which  the  patient  seeks  med- 
ical attention.  Its  infrequent  occurrence  in  el- 
derly has  been  well  documented.  Of  1044  cases 
reported  between  1890  and  1976,  14  occurred 
in  patients  age  60-69  and  only  6 were  found 
in  older  subjects.4  How  many  of  these  pre- 
sented specifically  due  to  complications  of  the 
cyst  alone  is  unclear.  In  this  particular  aspect, 
our  patient  appears  to  be  unique. 

There  are  several  other  unusual  features 
which  characterized  the  presentation  in  our 
patient.  The  size  and  weight  of  the  cyst  (>1.5 
kg)  were  enormous.  The  fluctuant,  transillu- 
minant  and  multilocular  nature  was  unusual 
as  was  the  lack  of  manifestation  of  compres- 
sion of  the  adjacent  structures  like  trachea, 
esophagus  and  recurrent  laryngeal  nerves.  Fi- 
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Figure  4.  Tech-99  thyroid  scan  showing  a butterfly 
shaped  thyroid  gland  superimposed  by  a huge  cystic  mass. 


Figure  5.  CT  scan  of  neck  showing  the  PA  view  of  a 
huge  cyst. 


Figure  6.  Lateral  view. 
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nally,  the  rupture  of  the  cyst  with  exudation 
of  the  fluid  is  apparently  a unique  reason  for 
seeking  medical  attention.  This  report  also  il- 
lustrates the  utility  of  newer,  more  precise 
techniques  such  as  CT  scan  to  discern  the  an- 
atomical nature  of  the  neck  swelling  as  has 
been  well  documented  in  a recent  study.5 

Conclusion 

In  this  report  we  describe  an  elderly 
woman  with  a ruptured  multiloculated,  trans- 
illuminant  cystic  neck  mass  of  enormous  di- 
mensions. Almost  1500  ml  of  chocolate  colored 
clear  fluid  was  aspirated  before  the  cyst  was 
excised  in  toto.  Histopathological  examination 
revealed  it  to  be  a thyroglossal  duct  cyst,  an 
extremely  rare  presentation  in  the  elderly. 
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Controversies  in  Resuscitation 


FRED  J.  PETTID,  M.D. 
Omaha,  Nebraska 


The  author,  a guest  panelist  at  the  1 988 
IMS  Scientific  Session,  discusses  the 
medical  and  ethical  implications  of  'do 
not  resuscitate ' orders.  The  physician's 
role  in  difficult  decisions  regarding 
treatment  of  critically  ill  patients  is  dis- 
cussed. 


Dramatic  changes  have  occurred  in  phy- 
sicians' ability  to  prolong  life.  A hundred 
years  ago,  only  rudimentary  supportive  care 
could  be  offered  to  most  critically  ill  patients. 
Doctors  now  choose  from  a vast  array  of  in- 
terventions that,  when  combined  with  effec- 
tive therapies  for  underlying  conditions,  often 
greatly  prolong  survival.  Unfortunately,  the 
quality  of  the  additional  life  so  skillfully  sought 
can  range  from  marginally  tolerable  to  abso- 
lutely miserable. 

In  a discussion  of  DNR  orders  there  are 
general  ethical  fundamentals  which  should  be 
recalled.  A basic  principle  of  medical  ethics  is 
obviously  the  preservation  of  life,  frequently 
tempered  by  a second  principle,  the  alleviation 
of  suffering.  A third  is  the  injunction  that  phy- 
sicians “first  do  no  harm"  (primun  non  no- 
cere).  A fourth  principle  is  respect  for  the  au- 
tonomy of  the  patient.  A fifth  fundamental 
principle  is  the  concept  of  justice,  exemplified 
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by  an  effort  to  ensure  medical  resourses  are 
allocated  fairly. 

Patients  Have  Control 

The  key  to  appropriate  ethical  manage- 
ment of  initiating  and  withdrawing  life  sup- 
port is  constant  awareness  of  the  true  source 
of  authority.  Patients  alone,  or  their  legal  sur- 
rogates, have  the  right  to  control  what  hap- 
pens to  them.  Physicians  are  consultants  en- 
gaged to  evaluate  their  patients'  problems, 
present  reasonable  options  for  treatment  in 
understandable  language  and  facilitate  deci- 
sion making.  Except  in  emergencies,  doctors 
should  proceed  with  treatments  only  after 
those  with  the  true  authority  have  clearly  made 
the  decision. 

The  ability  to  communicate  effectively  with 
patients  and  families  or  legal  surrogates  is  one 
of  the  most  vital  professional  skills  in  appro- 
priate decision  making.  There  are  several  rea- 
sons why  communication  in  this  setting  is  dif- 
ficult for  doctors.  First,  each  case  is  stressful 
and  emotionally  wrenching,  taking  a major 
physical  and  psychological  toll  on  the  physi- 
cians. Second,  the  cumulation  of  many  such 
cases  exacts  a high  price  from  physicians  in 
terms  of  emotional  fatigue  and  distance,  per- 
sonal fear  of  death,  guilt,  insecurity  and  anx- 
iety. Third,  effective  communication  in  cata- 
strophic situations  requires  time,  a scarce 
commodity  for  doctors. 

Basic  life-support  measures  — providing 
food,  water  and  supplementary  oxygen  — are 
among  the  most  difficult  to  forego  in  medical 
practice  because  of  their  emotional  implica- 
tions. Health  care  professionals  may  provide 
these  basics  of  care  almost  as  a reflex,  without 
fully  considering  whether  they  are  performing 
a truly  caring  act. 

(Please  turn  to  page  478) 
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Once  any  medical  intervention  is  begun 
in  grave  illness,  withdrawing  it  in  order  to 
avoid  an  agonizing  dying  process  requires  a 
direct  action  that  may  result  in  death.  Perhaps 
some  of  us,  frustrated  by  underlying  illnesses 
that  defy  medical  intervention,  gain  some  sense 
of  control  by  treating  conditions  we  can  treat. 
Something  as  simple  as  starting  an  IV  requires 
thought.  Physicians  need  to  clarify  the  pur- 
pose of  placing  intravenous  lines.  Unless  a pa- 
tient oriented  goal  has  been  defined,  it  is  not 
acceptable  to  begin  intravenous  therapy  for 
"hydration  and  nutrition."  Once  an  intrave- 
nous line  is  in  place,  it  becomes  harder  to  re- 
frain from  treating  the  infections  and  chemical 
imbalances  that  might  provide  a humane  re- 
lease for  the  patient. 

Physicians  Initiate  Discussions 

Even  with  medical  advances,  resuscita- 
tions at  many  major  medical  centers  in  one 
year  showed  only  14-16%  of  those  who  re- 
ceived cardiopulmonary  resuscitation  sur- 
vived to  leave  the  hospital.  Only  19-20%  of  all 
patients  discussed  the  procedure  with  their 
physicians  and  in  only  35%  of  the  cases  was 
the  family  consulted  about  resuscitation. 
However,  over  95%  of  the  physicians  claimed 
to  believe  such  consultations  appropriate.  At- 
tending physicians  must  take  the  lead  in  dis- 
cussing DNR  orders.  If  they  neglect  to  do  so, 
family  members  or  nurses  (who  are  likely  to 
be  first  on  the  scene)  pay  a high  price,  namely 
anger,  guilt  and  depression. 

When  considering  withdrawing  advanced 
life  support: 

• Assess  the  patient's  competence. 

• Seek  unanimity  among  members  of 
the  health  care  team. 

• Vigorously  solicit  the  patient's  input 
regarding  withdrawal  of  treatment.  Al- 
though most  persons  on  life  support  will  be 
legally  incompetent,  any  shred  of  evidence 
about  what  the  patient  wants  will  be  enor- 
mously valuable  to  those  who  must  decide. 

• Do  not  rush  decision  making  with 
families. 

• Establish  time-limited  goals,  based  on 
good  clinical  judgement  and  information.  "If 
there  are  no  signs  of  improvement  over  the 
next  72  hours,  we  believe  you  should  con- 
sider withdrawing  life  support."  Temper  this 
with:  "We  believe  your  father  is  suffering 
and  has  essentially  no  chance  to  regain  any 


reasonable  quality  of  life,  and  withdrawing 
life  support  would  allow  him  a more  peace- 
ful and  dignified  death." 

• An  effective  way  of  telling  patients  or 
families  that  you  believe  life  support  should 
be  withdrawn  is,  "It  is  my  best  judgement 
and  that  of  the  other  doctors  and  nurses 
whom  I have  consulted,  that  your  relative 
has  essentially  no  chance  to  regain  a rea- 
sonable quality  of  life.  We  believe  life  sup- 
port should  be  withdrawn,  which  means 
your  relative  will  probably  die." 

• Decisions  should  be  made  by  the  fam- 
ily, friends,  health  care  providers  and  facil- 
itators. Only  rarely  is  legal  assistance  nec- 
essary (e.g.  no  family,  such  as  a transient, 
or  otherwise  unable  to  locate  the  family  dur- 
ing the  emergency). 

Families  need  assurances  that  comfort  and 
caring  will  be  maintained  and  that  doctors  will 
not  abandon  them.  Most  ethical  dilemmas  in- 
volved in  life  support  can  be  avoided  with 
careful  attention  to  certain  important  points. 
Recognize  that  authority  in  medical  care  rests 
with  patients  or  their  legal  surrogates.  Support 
them  in  exercising  this  authority.  Support  pa- 
tients' rights,  particularly  the  right  to  give  in- 
formed consent.  Emphasize  effective  com- 
munication. 

Enlist  a proven  facilitator  rapidly  if  com- 
munication becomes  less  than  optimal.  Rec- 
ognize that  once  an  intervention  is  started,  its 
withdrawal  can  cause  problems;  nevertheless, 
in  many  settings  life  support  should  be 
thoughtfully  withdrawn.  Finally,  being  aware 
of  your  own  feelings  and  provide  emotional 
support  to  the  other  members  of  the  health 
care  team  in  these  difficult  cases. 


AN  ACT  OF  LOVE 

Denial  that  a respected  colleague  could  be  impaired  and/or 
the  conspiracy  of  silence  that  makes  us  unwilling  to  speak 
out  allows  the  illness  of  our  impaired  colleagues  to  progress, 
sometimes  to  a fatal  outcome. 

“Blowing  the  whistle”  on  a suffering  colleague  is,  indeed, 
an  act  of  love. 

Call  us  early. 

We  can  help  confidentially. 

ASSISTANCE  PROGRAM  FOR  TROUBLED 
PHYSICIANS 
515/223-1401 

Toll-free  in  Iowa:  1/800-747-3070 
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Clinicopathologic  Conference 


The  Case  of  the 
Budd-Chiari  Mimic 


A 32- year-old  woman  came  to  University  of 
Iowa  Hospitals  for  evaluation  of  sus- 
pected Budd-Chiari  syndrome. 

When  6 weeks  old  a heart  murmur  was 
heard  and  at  age  5 she  was  diagnosed  with 
asymptomatic  aortic  stenosis.  At  age  8 a car- 
diac catheterization  showed  a severely  stenotic 
bicuspid  aortic  valve  and  an  open  aortic  com- 
missurotomy was  done.  At  age  13,  due  to  left 
ventricular  hypertrophy  and  cardiomegaly,  a 
repeat  cardiac  catheterization  showed  residual 
valvular  aortic  stenosis  and  moderate  aortic 
insufficiency.  She  had  mild  dyspnea  with  ex- 
ertion. 

Clinical  Findings 

At  age  31  she  was  admitted  to  the  hospital 
because  of  fatigue,  progressive  dyspnea  with 
exertion,  tachycardia  and  a 2-week  history  of 
intermittent  fevers,  chills  and  sweats.  Echo- 
cardiogram showed  left  ventricular  hypertro- 
phy and  aortic  insufficiency  but  no  obvious 
vegetations.  Multiple  blood  cultures  grew 
Streptococcus  sanguis  II  and  despite  penicillin  G 
and  gentamicin,  her  condition  worsened. 

One  week  later  a cardiac  catheterization 
showed  severe  aortic  insufficiency  and  an  aor- 
tic valve  ring  abscess.  The  aortic  valve  was 
replaced.  The  postoperative  course  was  com- 
plicated by  persistent  third  degree  AV  block. 
A permanent  pacemaker  was  required;  6 weeks 
of  vancomycin  was  administered  after  sur- 
gery. 

She  did  well  until  10  weeks  after  discharge 
when  her  abdomen  became  enlarged.  An  ul- 
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trasound  showed  multiple  gallstones  and 
moderate  ascites.  The  peritoneal  fluid  was  a 
sterile  transudate  and  negative  for  malignant 
cells.  Peripheral  edema  soon  developed.  A 
laparotomy  was  done;  hepatosplenomegaly 
and  moderate  ascites  were  found.  A liver  bi- 
opsy showed  centrilobular  congestion  with 
pigment  laden  macrophages.  Budd-Chiari 
syndrome  was  suspected.  She  was  sent  to 
U.  of  I.  Hospitals  and  Clinics  for  evaluation. 
Her  only  regular  medication  was  warfarin;  she 
had  never  taken  birth  control  pills.  She  did  not 
smoke  tobacco  and  rarely  drank  alcohol.  She 
was  married  with  one  daughter.  A sister  had 
died  of  acute  leukemia. 

Temperature  was  36.6°C,  pulse  78.  Res- 
piratory rate  was  16;  blood  pressure  was  132/ 
78  mmHg.  The  skin  was  not  jaundiced,  showed 
no  palmar  erythema,  vascular  spiders,  telan- 
giectases, Osier's  nodes,  Janeway's  lesions  or 
splinter  hemorrhages.  There  were  no  palpable 
lymph  nodes.  Funduscopic  exam  was  normal. 
A few  bibasilar  crackles  were  heard.  Carotid 
pulses  were  bounding.  Jugular  veins  were  dis- 
tended to  the  jaw  angle  when  the  patient  was 
upright  45°.  Heart  rhythm  was  regular.  SI  was 
normal  and  S2  sounded  mechanical.  There  was 
a grade  III/VI  systolic  ejection  murmur  radiat- 
ing to  the  carotid  arteries.  A grade  II/VI  early 
diastolic  murmur  was  heard  along  the  lower 
left  sternal  border.  Bowel  sounds  were  pres- 
ent. The  liver  span  was  12  cm.  The  spleen  tip 
was  palpable  and  a fluid  wave  present.  Rectal 
exam  was  normal  and  the  stool  guaiac  nega- 
tive. There  was  1 + edema  below  the  knees. 
Neurological  exam  was  normal. 

The  urine  had  1 + protein.  Complete  blood 
count  was  normal.  Sodium  was  142  mmol  per 
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liter,  potassium  4.7  mmol  per  liter,  chloride 
109  mmol  per  liter,  carbon  dioxide  23  mmol 
per  liter,  urea  nitrogen  15  mg  per  100  ml  and 
creatinine  1.5  mg  per  100  ml.  Total  protein  was 
5.5  gm  per  100  ml,  albumin  3.3  gm  per  100  ml, 
calcium  8.7  mg  per  100  ml,  phosphorus  3.9  mg 
per  100  ml,  cholesterol  135  mg  per  100  ml, 
glucose  82  mg  per  100  ml,  uric  acid  8.8  mg  per 
100  ml,  LDH  352  U per  liter,  AST  40  U per 
liter,  total  bilirubin  0.8  mg  per  100  ml,  ALT  31 
U per  liter,  alkaline  phosphatase  106  U per  liter 
and  gamma  GT  was  46  U per  liter.  Protime 
was  15  seconds  and  partial  thromboplastin  time 
was  28  seconds.  Erythrocyte  sedimentation  rate 
was  12  mm  per  hour.  Hepatitis  screen  was 
negative. 

Chest  X-ray  showed  severe  cardiomegaly, 
bilateral  pleural  effusions  and  pulmonary  ve- 
nous congestion.  Electrocardiogram  showed  a 
paced  pattern  with  100%  capture.  Ultrasound 
vascular  doppler  study  showed  the  3 main  he- 
patic veins  and  inferior  vena  cava  I VC  dilated 
but  patent.  Echocardiogram  showed  left  atrial 
enlargement,  aortic  insufficiency  and  mitral 
annular  calcificatioin.  Abdominal  CT  showed 
ascites,  absent  left  kidney  and  no  evidence  of 
portal  vein  thrombosis.  Radionuclide  ventri- 
culogram (IVG)  showed  a hyperdynamic, 
slightly  enlarged  left  ventricle  with  an  ejection 
fraction  of  87%.  The  right  ventricular  ejection 
fraction  was  59% . There  were  no  regional  wall 
motion  abnormalities. 

A diagnostic  procedure  was  done. 

Clinical  Discussion 

Gerald  F.  Dibona,  M.D.,  Internal  Medi- 
cine: This  woman  was  born  with  a stenotic 
bicuspid  aortic  valve  which  caused  her  sub- 
sequent problems.  Cardiac  catheterization  at 
age  8 showed  severe  aortic  stenosis  necessi- 
tating an  open  aortic  commissurotomy.  Five 
years  later  a second  cardiac  catheterization 
showed  residual  valvular  aortic  stenosis  and 
aortic  insufficiency.  Given  this  substrate  of  a 
stenosed  congenitally  abnormal  aortic  valve, 
surgically  traumatized  and  with  residual  ste- 
nosis and  insufficiency,  the  next  clinical  event 
initiated  a sequence  of  events  related  to  this 
pathologic  aortic  valve. 

Subacute  bacterial  endocarditis  (SBE)  was 
easily  confirmed.  Infective  endocarditis  on  se- 
verely damaged  valves  often  pursues  a com- 
plicated course.  A third  cardiac  catheterization 
disclosed  an  aortic  valve  ring  abscess,  proba- 


bly accounting  for  persistent  fever,  and  severe 
aortic  insufficiency,  probably  accounting  for 
the  general  clinical  deterioration. 

After  replacement  of  the  aortic  valve  and 
surgical  debridement  and  drainage  of  the  in- 
fected tissue,  things  improved  under  pro- 


T/ie  physical  exam  was  notable 
for  absence  of  fever,  signs  of  acute 
or  chronic  liver  disease  or  skin 
manifestations  of  SBE / 


longed  antibiotics.  Development  of  persistent 
third  degree  AV  block  suggests  damage  from 
the  infected  valve  affected  the  conduction  sys- 
tem. 

All  seemed  well  until  10  weeks  following 
discharge  when  the  abdomen  swelled.  Eval- 
uation confirmed  simple  transudative  ascites 
and  incidental  gallstones.  Peripheral  edema 
followed.  A laparotomy  was  done  and  hepa- 
tosplenomegaly  and  ascites  were  found.  I sus- 
pect the  hepatosplenomegaly  was  present  on 
preoperative  physical  examination  and  the  as- 
cites was  already  known.  The  intraoperative 
liver  biopsy  showed  centrilobular  congestion 
with  pigment  laden  macrophages. 

This  pathologic  finding  has  been  fre- 
quently associated  with  hepatic  vein  occlusion 
or  the  Budd-Chiari  Syndrome.  However,  it  can 
be  seen  in  many  conditions  which  acutely  raise 
right  heart  chamber  pressures,  particularly 
right  atrial  pressure,  with  transmission  of  the 
increased  pressure  into  the  vena  cava  and  the 
hepatic  veins. 

The  physical  exam  was  notable  for  ab- 
sence of  fever,  signs  of  acute  or  chronic  liver 
disease  or  skin  manifestations  of  SBE.  Jugular 
venous  pressure,  reflecting  right  atrial  pres- 
sure, was  markedly  elevated  and  both  systolic 
and  diastolic  murmurs  were  heard  in  the  aortic 
listening  areas.  Although  heart  sounds  were 
normal/mechanical  and  the  arterial  pressure 
did  not  suggest  wide  open  aortic  insufficiency, 
bounding  carotid  pulses  were  seen. 

Laboratory  values  showed  slightly  low  to- 
tal serum  protein  and  albumin  and  slightly  high 
uric  acid  and  LDH.  Chest  X-ray  showed 
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congestive  heart  failure  with  cardiomegaly, 
pulmonary  venous  congestion  and  bilateral 
pleural  effusions.  Electrocardiogram  showed 
the  pacemaker  as  one  of  the  few  things  work- 
ing normally.  Ultrasound  vascular  doppler 
study  showed  the  3 main  hepatic  veins  and 
the  I VC  to  be  dilated  and  patent  as  if  they  were 
experiencing  high  intraluminal  distending 
pressure. 

Echocardiogram  showed  left  atrial  en- 
largement (consistent  with  increased  left  atrial 
pressure  and  pulmonary  venous  congestion 
seen  on  chest  X-ray),  aortic  insufficiency  (con- 
sistent with  diastolic  murmur  in  aortic  listen- 
ing area)  and  mitral  annular  calcification.  Ab- 
dominal CT  scan  again  confirmed  ascites,  and 
showed  no  evidence  of  portal  vein  thrombosis. 
IVG  showed  hyperdynamic  left  ventricle  with 
an  ejection  fraction  of  87%  and  a 59%  right 
ventricular  ejection  fraction  without  regional 
wall  motion  abnormalities. 

Budd-Chiari  Syndrome  (occlusion  of  the 
hepatic  veins)  is  an  uncommon  illness  char- 
acterized by  abdominal  pain,  ascites,  hepato- 
splenomegaly  and  a poor  prognosis.  A rea- 
sonable differential  diagnosis  includes: 
paroxysmal  nocturnal  hemoglobinuria,  mye- 
loproliferative disorders,  carcinomas  which  in- 
vade the  IVC  and/or  portal  vein  and  extend  to 
hepatic  veins,  pregnancy,  trauma,  use  of  oral 
contraceptive  pills,  radiation  therapy,  abscess 
and  membranous  diaphragms  or  webs  of  the 
IVC  involving  the  hepatic  veins. 

Ascites  and  hepatomegaly  are  uniform 
with  abdominal  pain  and  splenomegaly  only 
slightly  less  common.  Jaundice  is  unusual.  The 
ascites  is  a transudate  and  other  laboratory  ab- 
normalities are  inconstant  with  mild  eleva- 
tions of  bilirubin,  aminotransferases  and  al- 
kaline phosphatase  in  less  than  one-third  of 
patients.  Liver  scan  shows  a central  area  of 
tracer  uptake  surrounded  by  areas  of  de- 
creased tracer  uptake.  The  central  hot  spot 
represents  a hypertrophied  caudate  lobe  whose 
venous  drainage  is  not  via  the  hepatic  veins 
but  by  a separate  system  of  veins  to  the  IVC. 
Ultrasonography  and  CT  can  show  whether 
the  hepatic  veins,  portal  vein  and  IVC  are  pat- 
ent or  occluded.  Catherization  of  the  IVC  from 
above  and  below  with  visualization  of  the  he- 
patic veins  is  the  gold  standard  for  confirming 
the  diagnosis. 

Constrictive  pericarditis,  tricuspid  insuf- 
ficiency, right  atrial  tumors  and  congestive 


heart  failure  with  severely  elevated  right  atrial 
pressure  may  mimic  Budd-Chiari  Syndrome. 
I believe  this  patient  has  severe  congestive 
heart  failure  associated  with  markedly  ele- 
vated right  atrial  pressure  which  mimics  Budd- 
Chiari  Syndrome.  She  never  took  oral  contra- 
ceptives and  was  on  chronic  anticoagulant 
therapy.  She  apparently  lacked  abdominal 
pain.  Moreover,  the  diagnostic  studies,  short 
of  IVC  and  hepatic  vein  catheterization, 
showed  the  IVC,  portal  vein  and  hepatic  veins 
not  occluded  but  patent. 


'Constrictive  pericarditis , tricuspid 
insufficiency , right  atrial  tumors 
and  congestive  heart  failure  with 
severely  elevated  right  atrial  pres- 
sure may  mimic  Budd-Chiari  Syn- 
drome.' 


Signs  of  heart  disease  are  numerous.  She 
had  cardiomegaly  with  evidence  of  both  left- 
and  right-heart  failure.  The  murmurs  fit  best 
with  aortic  stenosis  and  aortic  insufficiency, 
the  latter  despite  a new  aortic  valve.  The  in- 
crease in  right  atrial  pressure  is  reflected  by 
the  high  jugular  venous  pressure.  Other  causes 
of  increases  in  right-sided  heart  chamber  pres- 
sures reduce  to  the  differential  diagnosis  of 
pulmonary  hypertension  but  there  is  little  evi- 
dence to  support  chronic  pulmonary  disease, 
recurrent  pulmonary  emboli  or  chronic  hy- 
poxemia. However,  left-to-right  shunts  as  oc- 
cur with  congenital  heart  disease  can  produce 
a hyperkinetic  form  of  pulmonary  hyperten- 
sion. This  woman  had  a congenital  bicuspid 
aortic  valve  not  associated  with  a left-to-right 
shunt.  Subsequent  events  may  have  led  to  an 
acquired  left-to-right  shunt  and  increased  right- 
sided heart  chamber  pressures. 

The  physical  exam  does  not  fit  with  con- 
strictive pericarditis  since  this  would  produce 
right-heart  failure  with  little  or  no  sign  of  left- 
heart  failure.  Tricuspid  insufficiency  was  not 
reflected  by  systolic  increases  in  jugular  ve- 
nous pressure  or  a pulsatile  liver.  The  char- 
(Please  turn  to  page  482) 
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acter,  location  and  radiation  of  the  murmur  is 
not  that  of  tricuspid  insufficiency. 

Since  clinical  deterioration  occurred  after 
insertion  of  the  new  aortic  valve  and  the  mur- 
mur of  aortic  insufficiency  suggests  that  it  is 
leaking,  thought  should  be  given  to  recurrent 
SBE  with  abscess  formation  and  partial  un- 
seating of  the  valve. 

I suspect  a cardiac  catheterization  was  the 
chosen  diagnostic  procedure.  I would  have  fo- 
cused on:  1)  documentation  of  elevated  pres- 
sures in  the  right  side  of  the  heart,  particularly 
the  right  atrium;  2)  evidence  of  a loose  aortic 
valve  with  aortic  insufficiency;  and  3)  evidence 
of  a recurrent  and/or  persistent  paravalvular 
abscess  with  possible  extension  to  the  sinuses 
of  Valsalva  and  development  of  a fistula  be- 
tween the  sinus  of  Valsalva  and  the  right  side 
of  the  heart,  more  likely  between  the  right 
atrium  than  the  right  ventricle.  These  events 
would  explain  worsening  left-heart  failure  from 


development  of  aortic  insufficiency  and  the  ab- 
rupt onset  of  right-heart  failure  and  very  high 
right  atrial  pressure  from  the  formation  of  a 
left-to-right  shunt. 

I predict  cardiac  catheterization  would 
demonstrate:  1)  increased  right  atrial,  right 
ventricular,  pulmonary  artery  and  pulmonary 
artery  wedge  pressures;  2)  an  oxygen  step  up 
in  the  right  atrium  compared  to  the  I VC  or  a 
peripheral  mixed  venous  site;  3)  an  abnormal 
green  dye  dilution  curve;  4)  fistulous  tract  be- 
tween the  aortic  root  and  the  right  atrium;  and 
5)  patent  hepatic  veins. 

Diagnostic  Procedure 

A cardiac  catheterization  was  the  diag- 
nostic procedure  and  identified  a large  fistula 
between  the  aortic  root  and  right  atrium  with 
a calculated  left-to-right  shunt  of  2.5  to  1.  Right 
heart  pressures  were  elevated  and  there  was 
2 + aortic  insufficiency. 


EAST  HIGH  M 


Dx:  recurrent  herpes  labialis 


“HERPECIN-L  is  my  treatment  of  choice  for 

perioral  herpes.”  GP,  NY 

“HERPECIN-L  appears  to  actually  prevent  the 

blisters  . . . used  soon  enough.”  DDS,  MN 
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“HERPECIN-L*.  . . a conservative  approach 
with  low  risk/high  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-L  . .proven  far  superior.”  DDS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories, 
Inc.,  P.0.  BOX  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 


In  Iowa,  HERPECIN-L  is  available  at  all  Hartig,  Medicap, 
Medicine  Chest,  Osco,  Walgreens  and  other  select  pharmacies. 


Marion  E.  Alberts,  M.D. 


The  Editor  Comments 


Quality  of  Care 


WE  HEAR  MUCH  ABOUT  QUALITY  today.  We 
hear  "quality  of  life"  and  "the  quality 
goes  in  before  the  label  goes  on."  Now  we 
list  "quality  of  care"  as  a responsibility  of 
medical  practice.  Quality  has  numerous  con- 
notations. It  may  be  the  nature  of  some- 
thing. Quality  may  imply  excellence,  stature 
or  distinction.  In  the  final  analysis  quality  is 
that  which  is  excellent  or  first  rate. 

The  other  key  word  is  "care."  There  are 
numerous  synonyms  for  this  term:  concern, 
regard,  protection,  ministration  and  respon- 
sibility. It  is  our  responsibility  to  minister 
with  true  concern  for  the  welfare  of  our  pa- 
tients. Isn't  that  what  it's  all  about? 

Other  segments  of  society  have  a 
broader  definition  of  quality  of  care.  The 
economically-minded  often  equate  quality 
with  the  "most  for  the  least  cost."  There  is 
no  argument  with  being  cost-conscious  if 
quality  remains  unblemished.  There  is  con- 
cern regarding  the  cost  of  such  procedures 
as  organ  transplantation,  open-heart  surgery 
and  lithotripsy.  The  Prudential  Life  Insur- 
ance Company  recently  announced  its  "In- 
stitutes of  Quality"  program  wherein  a few 
medical  centers  are  designated  for  trans- 
plants or  lithotripsy  for  corporate  subscrib- 
ers. None  of  the  hospitals  are  in  Iowa. 

There  are  many  excellent  centers  of 
specialized  medical  care.  For  an  insurance 
company  to  select  only  12  for  thousands  of 
procedures  appears  ludicrous.  The  company 
concedes  that  other  institutions  have  quality, 
but  in  many  instances  a price  agreement 


could  not  be  reached.  There  it  is  — the  bot- 
tom line  — cost-cutting.  Before  an  avalanche 
falls  on  me  I hasten  to  add  there  is  nothing 
wrong  with  cost-cutting  as  long  as  the  qual- 
ity of  care  remains.  The  patient,  family, 
friends  and  the  physician  each  have  a stake 
in  the  total  care.  As  much  as  possible,  the 
patient  must  have  freedom  of  choice  in  the 
quality  of  the  care  received.  There  are  argu- 
ments on  all  sides,  but  what  we  must  fear  is 
that  this  is  the  beginning  of  "third  parties" 
dictating  where  and  when  the  patient  may 
receive  medical  care  (if  at  all). 

Now,  we  must  consider  the  total  picture 
of  quality  of  care  and  more  specifically  the 
humane  aspects.  In  the  final  analysis  we 
must  conclude  life  is  precious,  rights  are  ina- 
lienable and  the  sick  person  is  entitled  to 
compassion. 

There  is  one  more  facet  to  be  men- 
tioned; and  some  in  our  profession  may  be 
offended.  Quality  of  care  for  our  patients 
must  be  free  of  avarice.  Hospitals,  physi- 
cians and  providers  of  medical  supplies  and 
equipment  must  be  realistic  about  econom- 
ics. Unfortunately,  this  follows  current  eco- 
nomic trends.  Products  cost  more,  taxes 
sneak  into  the  picture,  services  are  more  ex- 
pensive, etc.  Medicine  is  not  the  only  costly 
service.  Our  entire  social  structure  needs  to 
be  viewed  in  an  astute  way.  Hippocrates 
said  it  well  — "Where  there  is  love  of  hu- 
manity there  will  be  love  of  the  profession." 
Let's  all  work  together,  not  against  each 
other.  — M.E.A. 


October  1988  / 483 


A Search  for  Unusual  Cases 

Medical  cases  are  varied  and  challeng- 
ing. All  are  not  textbook  in  character.  Some 
are  exciting,  some  nearly  unbelievable  and 
some  just  interesting.  The  editors  of  iowa 
medicine  believe  our  readers  can  recall  some 
interesting  cases  encountered  in  practice. 

This  issue  relates  an  interesting  case  re- 
ported by  Doctors  Kabadi,  Semenza,  Valin 
and  Riley.  Several  years  ago  we  published  a 
paper  by  Doctor  John  Sunderbruch  relating  a 
medical  challenge  presented  by  a man  who 
had  slipped  a machine  steel  bearing  over  his 
penis  (JIMS,  January  1977,  page  16).  We  also 
published  a case  report  involving  a ram- 
bunctious cat  (JIMS , January  1982,  page  19). 

During  my  internship  and  residency 
years  I "moonlighted”  for  a physician  in  a 
small  community  near  Des  Moines.  A small 
child  I saw  at  a home  visit  had  a distinct 
odor  of  onions.  Upon  opening  the  clothing  I 
encountered  a thick  layer  of  fried  onions  on 
the  child's  chest.  I've  often  wondered  if  the 
onions  or  the  antibiotic  I prescribed  received 
the  credit  for  clearing  the  infant's  pneu- 
monia. 

Surely,  many  of  our  readers  recall  an  in- 
cident or  an  interesting  case  encountered  in 
their  practice.  We  do  not  seek  long  case  re- 
ports, nor  must  they  be  scientific  in  the  pur- 
est sense.  Please  share  your  experiences 
with  us  and  our  readers.  — M.E.A. 


Historical  Vignette 

History  of  Warren  County 
Medical  Society 

I was  fortunate  to  come  into  possession 
of  some  old  records  of  the  Warren  County 
Medical  Society  that  were  supposedly  lost 
for  the  past  35  years.  At  the  time  Dr.  Ernest 
E.  Shaw  and  I were  inducted  into  the 
Armed  Forces  in  1942,  we  closed  our  office 
and  turned  our  records  over  to  our  office 
nurse  and  bookkeeper  and  they  were  stored 
in  her  attic.  The  society  records  were  also 
stored  with  personal  records  since  Dr.  Shaw 
was  the  secretary.  These  latter  records  were 
presumed  lost  until  they  were  located  by  a 


granddaughter  of  our  former  nurse.  For  all 
practical  purposes,  these  records  begin  with 
the  reorganization  on  October  16,  1903,  con- 
ducted by  the  councilor,  E.  E.  Darr,  M.D.,  of 
Des  Moines.  Those  present:  Dr.  E.  E.  Darr 
and  local  physicians  O.  P.  Judkins,  H.  C. 
and  J.  D.  McCleary,  F.  C.  Hull,  Park,  Sur- 
ber,  Curless,  Hatfield,  M.  L.  Hooper,  Kemp- 
ker,  J.  Mary  Bechtell,  Dashiell,  Sperrow, 
Porterfield  and  Baker.  This  reorganization 
came  at  the  urging  of  the  A.M.A.  and  the 
State  Medical  Society. 

The  Warren  County  Medical  Society  was 
organized  in  July,  1865  (according  to  the 
1879  Warren  County  History).  Original 
members  were  C.  W.  Davis,  M.  A.  Dashiell, 
J.  D.  McCleary,  C.  B.  Lake,  A.  J.  Applegate, 
J.  I.  Wakefield  and  S.  P.  McClure.  Meetings 
were  held  quarterly  after  1869.  As  of  1879, 
the  membership  consisted  of  the  above  plus: 
J.  D.  Blake,  T.  S.  Parr,  W.  S.  Hull,  T.  W. 
Baugh,  E.  L.  Baker,  J.  D.  Holmes,  W.  M. 
Park,  S.  B.  Miller,  Thomas  F.  Kelleher,  J.  C. 
Marietta,  J.  H.  Nichol,  L.  H.  Surber  and  W. 
C.  Davis.  Aside  from  these  members,  there 
were  17  physicians  in  the  county  who  were 
non-members,  making  the  total  of  35  physi- 
cians, one  for  every  600  population  in  1865. 

The  local  physicians  were  trained  in 
many  medical  schools  including  Chicago 
Medical,  Rush,  Keokuk  Medical  College, 
Hahneman  College  of  Philadelphia,  Iowa  Ec- 
lectic Medical  College,  Eclectic  Medical  Col- 
lege Cincinnati,  Iowa  State  University,  Drake 
University,  and  the  University  of  Maryland. 
Several  were  licensed  by  the  "practice  act" 
after  apprentice  training  and  examination. 

After  1886,  when  the  State  Board  of 
Health  was  organized,  a license  was  re- 
quired to  practice.  Before  that  time  a physi- 
cian could  start  treating  patients  merely  by 
opening  his  own  office  and  hanging  up  his 
shingle. 

During  the  latter  part  of  the  1800' s there 
were  30-35  physicians  widely  spread 
through  the  county,  nearly  every  little  com- 
munity having  at  least  one.  Since  that  time, 
the  number  of  M.D.s  has  been  shrinking.  In 
1936  there  were  14  doctors  in  active  practice: 
Indianola  — L.  E.  Hooper,  C.  H.  Mitchell, 

E.  E.  Shaw,  C.  A.  Trueblood,  O.  P.  Judkins, 
J.  Humphrey,  Rose  Butterfield;  Carlisle  — 

W.  E.  Sperrow;  Milo  — I.  C.  Taylor;  Lacona 
— J.  Loosebrack,  C.  Demaree;  New  Virginia 
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— G.  A.  Jardine;  Liberty  Center  — J.  Moore; 
Norwalk  — M.  B.  Cunningham.  Replace- 
ments were  so  few  that  by  1976  the  number 
had  dropped  to  4.  The  proximity  to  Polk 
County  and  Des  Moines  helped  to  alleviate 
this  shortage  to  some  degree  but  not  with- 
out hardship  to  the  public  and  practicing 
doctors. 

The  fact  Warren  County  has  no  hospi- 
tals makes  it  necessary  for  each  physician  to 
equip  his  office  as  an  emergency  room  and 
be  prepared  to  serve  the  public  long  hours. 
The  county  has  had  privately  owned  hospi- 
tals — one  owned  and  operated  by  Dr.  Geo. 
Alden  from  1919-20  (approximately)  and  the 
Indianola  Hospital  operated  by  a succession 
of  nurses  from  1934  until  1952.  Most  of  the 
surgery  done  there  was  by  Des  Moines  sur- 
geons who  came  with  sterile  instrument 
packs  and  often  their  own  anestheists.  The 
surgeon  was  assisted  by  the  family  physi- 
cian. By  1952,  stricter  rules  for  hospitals 
made  it  impossible  to  continue  a facility  with 
a small  number  of  beds. 

In  1961,  Warren  County  Medical  Society 
merged  with  Polk  County  since  the  member- 
ship had  dropped  too  low  to  maintain  an  ac- 
tive organization.  — Clare  A.  Trueblood, 

M.D.,  Indianola. 


Letters  to  the  Editor 

Right  to  Life  Should  Prevail 

To  the  Editor: 

The  surgeon-general  is  leading  a mas- 
sive educational  campaign  against  AIDS.  It 
seems  obvious  the  medical  profession  has 
voluntarily  enlisted  to  teach  the  message. 
This  seems  futile  when  much  more  effective 
components  of  society  — the  entertainment 
and  pornography  industries  — persist  in 
teaching  the  opposite  message.  Messages 
advocating  non-marital  sex  are  probably  30 
times  as  numerous  as  AIDS  education  mes- 
sages. 

If  physicians  offered  the  public  the  same 
AIDS  message  as  is  offered  on  television,  we 
would  be  liable  for  massive  malpractice 
suits.  The  porn  and  entertainment  industries 
are  permitted  to  be  irresponsible;  doctors  are 
not. 


I think  we  should  call  for  state  legisla- 
tion which  would  require  everyone  to  speak 
with  a united  voice.  Diversity  of  opinion  on 
this  issue  should  not  be  permitted.  The  facts 
are  equally  clear  to  everyone.  Such  legisla- 
tion could  be  proposed  by  the  IMS  and/or 
each  physician  could  contact  legislators. 

Here  is  the  language  I propose:  "The 
advocacy,  defense,  support  or  encourage- 
ment of  high  risk  behaviors  which  transmit 
the  causative  agent  of  AIDS  are  prohibited. 
These  behaviors  are  intravenous  and  intra- 
muscular drug  abuse,  anal  intercourse  and 
non-marital  vaginal  intercourse." 

This  is  an  obvious  limit  on  free  speech. 

It  would  suppress  the  porn  industry  abso- 
lutely and  would  suppress  the  entertainment 
industry  in  its  present  form.  Freedom  of 
speech  has  never  been  absolute.  The  Su- 
preme Court  has  clearly  stated  there  is  no 
right  to  cry  "fire"  in  a crowded  theater.  To 
advocate  high  risk  behavior  presents  an 
equivalent  threat  to  life. 

A fairly  new  concept  is  that  rights  must 
be  prioritized.  Not  all  rights  are  of  equal 
value.  When  an  issue  crystallizes  as  a con- 
flict between  2 rights,  one  must  yield.  The 
right  to  life  is  probably  supreme  over  all 
other  rights.  In  the  recent  Terasoff  case  in 
California  the  conflict  was  between  the  right 
to  privacy  and  the  right  to  life.  The  right  to 
life  prevailed.  My  guess  is  the  right  to  life 
will  prevail  over  freedom  of  speech  and  free- 
dom of  the  press.  To  advocate  high  risk  be- 
havior constitutes  reckless  endangerment  of 
human  life.  — Clinton  E.  Berryhill,  M.D., 
Williamsburg,  Iowa. 

Therapeutic  Drug  Substitution 

To  the  Editor: 

The  purpose  of  this  letter  is  to  inform 
Iowa  physicians  of  the  potential  for  prob- 
lems in  the  area  of  therapeutic  drug  substi- 
tution and  suggest  courses  of  action. 

Therapeutic  substitution  is  the  practice 
of  substitution  by  a pharmacist  of  a different 
medication  (with  the  same  therapeutic  effect) 
for  the  drug  prescribed  by  the  physician.  As 
practiced  in  many  settings,  the  physician 
may  have  no  knowledge  of  the  fact  the  pa- 
tient receives  an  entirely  different  medica- 
(Please  turn  to  page  486) 
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tion  from  that  prescribed.  Physicians  in  a 
number  of  states  have  vehemently  objected 
to  therapeutic  drug  substitution,  pointing 
out  quality  of  care  could  be  seriously  com- 
promised by  different  side  effects  and  con- 
traindications. In  the  absence  of  a full  medi- 
cal history,  physical  and  diagnosis,  the 
pharmacist  has  no  way  of  knowing  that  a 
different  drug  may  be  contraindicated  for  a 
patient. 

Certain  states,  notably  Wisconsin,  have 
legislation  allowing  therapeutic  substitution 
only  in  hospitals  under  carefully  controlled 
conditions  with  physicians  approving  every 
substitution.  This  type  of  regulatory  statute 
has  been  deemed  necessary  and  supported 
by  medical  and  osteopathic  societies  due  to 
the  rapid  rise  of  managed  health  care  sys- 
tems which  advocate  therapeutic  substitu- 
tions in  outpatient  settings  as  a cost-saving 
measure. 

Many  physicians  are  facing  the  dilemma 


of  initial  affiliation  or  yearly  renewal  con- 
tracts with  HMOs.  Many  HMOs  are  advo- 
cating therapeutic  substitution  in  the  outpa- 
tient setting  and  have  placed  clauses  in  their 
physician  contracts  to  mandate  such  substi- 
tutions. 

As  a result,  the  legislative  committee  of 
the  Iowa  Academy  of  Family  Physicians  rec- 
ommends that: 

• Physicians  reviewing  HMO  or  other 
managed  health  care  contracts  should  read 
them  carefully  to  determine  if  a therapeutic 
substitution  clause  is  included. 

• Physicians  should  not  sign  a contract 
which  includes  a therapeutic  substitution 
clause  or  request  the  clause  be  deleted. 

• Physician  groups  such  as  the  Iowa 
Medical  Society  and  the  Iowa  Osteopathic 
Medical  Association  should  support  legisla- 
tion restricting  therapeutic  substitution  to  in- 
patient settings.  — William  G.  Artherholt, 
D.O.,  Red  Oak , Iowa. 


CLARKSON  MEDICAL 
LECTURE  SERIES 


ENDOCRINOLOGY  FOR  THE 
PRIMARY  CARE  PHYSICIAN 

Friday,  November  18, 1988  Clarkson  Hospital 

8 a.m.  to  5 p.m.  Storz  Pavilion 

Featured  speakers  include:  John  S.  Adams,  M.D. 

E.  Chester  Ridgway,  M.D. 

David  E.  Sutherland,  M.D. 

Topics  include: 

Endocrinology  and  Aging 
The  Treatment  of  Lipid  Disorders 
Practical  Aspects  of  Osteoporosis 
The  Practical  Approach  to  the  Thyroid  Nodule 
State  of  the  Art  of  Pancreas  Transplantation 
Hypothyroidism:  A Modern  Clinical  Approach 
Evaluation  of  the  Individual  with  Hypercalcemia 

For  more  information  call  402-559-3378 


Endocrine  Aspects  of  Hypertension 

7.5  C.M.E.  and  7.25  A.A.F.P.  credits 
to  be  awarded. 

Lecture  Series  courtesy  of 
Bishop  Clarkson  Memorial  Hospital 
Medical/Dental  Staff 
44th  and  Dewey  Avenue 
Omaha,  NE  68105-1018 
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Richard  M.  Caplan,  M.D. 

CME  Notebook 


A Terrible  Beauty 


Remember  the  word  "oxymoron,"  the 
linguistic  device  that  places  together  2 
words  that  ordinarily  contradict  each  other's 
meaning,  image  or  effect?  Examples  abound: 
"charming  massacre,"  "complex  simplicity," 
"tall  shortness,"  and  some  would  suggest 
"military  intelligence,"  or  even  "hospital 
food."  Sometimes  arising  through  inadvert- 
ence, such  combinations  may  also  reveal  the 
careful  crafting  of  speakers  or  writers  seek- 
ing a dramatic  or  poetic  impact. 

This  rhetorical  device  came  to  mind 
when  I read  a poem  by  the  greatest  modern 
Irish  poet,  William  Butler  Yeats.  He  wrote 
"Easter  1916"  in  September  of  that  year,  re- 
sponding to  the  Irish  Declaration  of  Inde- 
pendence, proclaimed  from  the  steps  of  the 
Dublin  Post  Office.  Those  central  to  the  up- 
rising were  executed  for  their  trouble.  But 
since  their  effort  attained  success  7 years 
later,  their  names  and  martyrdom  are  well 
known  to  the  Irish.  In  awe,  Yeats  reacts  to 
the  seeming  unlikelihood  that  the  4 ringlead- 
ers would  have  proven  heroic.  Yet  they 
were,  and  are  remembered  now  most  visibly 
by  a tragically  uplifting  statue  in  a beautiful 
small  park  near  the  Dublin  Post  Office.  Sit- 
ting in  that  park,  I re-read  his  poem.  The 
combination  — memorial  park  plus  poem  on 
the  same  topic  — was  deeply  affecting, 
memorable.  The  3 long  stanzas  end  with  al- 


Dr.  Caplan  is  Associate  Dean  for  Continuing  Medical  Education  at  the 
University  of  Iowa  College  of  Medicine. 


most  identical  couplets,  each  containing  the 
impressive  oxymoron:  All  changed,  changed 
utterly:/ A terrible  beauty  is  born. 

The  repetition,  "changed,  changed  ut- 
terly" followed  by  the  freshness  of  "terrible 
beauty"  captured  my  imagination  and 
evoked  an  analogy  with  contemporary 
events  in  American  health  care.  First,  the 
enormous  changes  of  the  past  decade  now 
seem  enough  to  warrant  the  emphasis, 
changed  utterly.  Second,  many  (most?) 
American  physicians  would  likely  agree  that 
the  changes  warrant  the  term  "terrible,"  but 
not  acknowledge  that  "beauty"  is  at  all  ap- 
plicable. What  is  poetry  about,  though,  if 
not  to  provoke  a lively  new  perception?  Can 
a case  be  made  for  "beauty"  to  describe  the 
health  care  scene  now  evolving?  That  de- 
pends on  how  we  use  today's  events  and 
opportunities.  Might  beauty  in  this  medical 
context  refer  to  enhanced  quality,  growing 
out  of  more  accurate  information  and  more 
effective  tools  to  assess  and  manage  patient 
problems,  these  in  turn  producing  better 
health  outcomes  along  with  greater  patient 
satisfaction,  and  these  in  turn  prompting 
greater  physician  gratification? 

Yeats  wrote  his  telling  oxymoron  in 
1916.  With  hindsight  from  1988  we  can  say 
the  Irish  Revolution  was  roughly  synchro- 
nous with  the  Flexnerian  revolution  in 
American  medical  education.  The  reforms 
urged  by  Flexner  and  his  supporters  in  that 
era  helped  produce  our  era  of  technological 
(Please  turn  to  page  488) 
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sophistication  that  performs  seeming  mira- 
cles in  solving  distresses  of  human  form  or 
function.  To  gain  these  skills,  we  now  see 
clearly,  we  have  paid  a price  regarding  the 
kind  of  social  milieu  where  medicine  is  prac- 
ticed and  the  proportion  of  physician  effort 
given  to  caring  for  patients. 

Increasingly  it's  recognized  that  our  ed- 
ucation and  profession  warrant  major  re- 
forms. Technological  excellence  on  the  one 
hand,  and  the  human  values  of  concern  and 
compassion  on  the  other  (with  their  behav- 
ioral correlates),  need  not  be  mutually  exclu- 
sive. (A  cupful  of  water  can  be  poured  into  a 
cupful  of  straight  pins  without  a pin  or  a 
drop  of  water  spilling  over  — a parlor  trick 
from  my  youth.)  Through  educational  effort, 
work  of  professional  associations,  and  legal 
and  other  social  pressures,  we  might  retain  a 
combination  of  technical  brilliance  along 
with  full  attention  to  our  patients'  humanity. 
If  so,  the  beauty  can  be  regained.  ''Terrible'' 
in  this  context  may  come  to  emphasize  its 
less-remembered  positive  meanings:  majes- 
tic, imposing,  awe-inspiring. 


Why  Buy  Equipment  For  Your 
Practice  . . . LEASE  IT  . . . and 
Increase  Your  Profits! 

Bankers  Leasing  Company  can  help  you  real- 
ize more  profits,  through  a specially-planned 
leasing  program  designed  to  fit  your  individual 
practice  needs.  Consider  these  advantages: 

• Leasing  lets  you  retain  cash  in  your  prac- 
tice and  keep  your  working  capital  working 
for  you 

• Lease  payments  are  100%  tax  deductible, 
when  properly  qualified 

• Leased  equipment  eliminates  obsoles- 
cence, allows  you  to  always  work  with  the 
latest  equipment  to  maintain  maximum  effi- 
ciency 

There  are  many  other  advantages  in  a pro- 
fessionally-planned Bankers  Leasing  program. 
Call  or  write  for  more  information. 

Bankers  Leasing  Company 

ATTN:  Jerry  Xanders  or  Dave  Selden 
1113  Locust  Street  • Des  Moines,  Iowa  50308 
Phone:  515/243-3690  or  Iowa  toll-free:  1-800-622-8335 
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Practice  Management 


Cash  Management 


In  the  past,  having  cash  in  the  checking 
account  meant  a strong,  well-managed  or- 
ganization. Now,  cash  in  the  checking  account 
is  viewed  as  a sign  management  is  not  making 
good  use  of  money  available  for  investment. 
Good  cash  management  involves  receiving 
money  quickly,  holding  on  to  it  as  long  as 
possible,  monitoring  cash  needs  and  cash 
availability  and  investing  excess  cash  at  the 
highest  possible  interest  rate  while  consider- 
ing risk  and  need  for  liquidity. 

Benefits 

Good  cash  management  improves  net  in- 
come by  increasing  interest  income  or  reduc- 
ing interest  expense.  It  will  also  give  manage- 
ment advance  notice  of  additional  cash  needs 
in  time  to  make  favorable  financial  arrange- 
ments. The  following  chart  illustrates  the  pre- 
tax impact  of  using  cash  for  5 more  days  as- 
suming a 7%  short-term  investment  rate  up  to 
12%  borrowing  rate.  For  example,  if  a com- 
pany with  revenues  of  $5,000,000  can  improve 
its  average  daily  collected  balance  by  5 days 
and  invest  that  money  at  7%,  pre-tax  income 
will  increase  by  $7,000  (Revenue/250  Business 
Days  x Additional  Days' Use  x Interest  Rate). 

CASH  MANAGEMENT  SAVINGS 
PRE-TAX  IMPACT 
COMPANY  SIZE  IN  REVENUE 


Interest 


Rate 

$1,000,000 

$5,000,000 

$10,000,000 

$20,000,000 

7% 

$1,400 

$ 7,000 

$14,000 

$28,000 

10% 

2,000 

10,000 

20,000 

40,000 

12% 

2,400 

12,000 

24,000 

48,000 

This  article  is  authored  by  Todd  Peterson,  a partner  located  in  the 
Cedar  Rapids  office  of  McGladrey,  Hendrickson  and  Pullen,  Des  Moines, 
Iowa. 


Collecting  Quickly 

Billing  patients  for  services  rendered  and 
receiving  and  depositing  payments  are  the  key 
functions  which  affect  cash  availability.  Bills 
for  goods  or  services  should  be  generated 
promptly. 

Receiving  and  depositing  checks  is  the 
second  critical  part  of  collecting  quickly.  Checks 
should  be  deposited  on  the  day  they  are  re- 
ceived in  time  for  same-day  processing.  A post 
office  box  may  be  an  inexpensive  way  to  re- 
ceive checks  early  enough  to  process  the  same 
day.  Mail  usually  can  be  picked  up  at  the  post 
office  much  earlier  than  it  is  delivered.  To  save 
sorting  time,  several  post  office  boxes  can  be 
used  for  separate  types  of  payments.  Remitt- 
ance envelopes  will  help  ensure  payments  are 
mailed  to  the  proper  location. 

Paying  on  Time 

Vendors  should  be  paid  on  the  due  date 
unless  a discount  is  allowed  for  early  payment. 
Most  discounts  provide  substantial  financial 
incentives  and  should  be  taken.  All  discounts 
should  be  evaluated.  Foregoing  a 2%/10,  net 
30  day  discount  is  equivalent  to  paying  36% 
annual  interest  for  20  days. 

Budgeting 

An  organization's  operating  and  capital 
budgets  are  critical  tools  of  cash  management. 
A budget  is  an  integral  portion  of  a cash  man- 
agement program  because  it  allows  you  to  re- 
view the  future  level  and  timing  of  cash  needs 
or  surpluses.  This  review  will  help  in  invest- 
ment decisions  by  allowing  you  to  make  longer 
term  investments  (30  days),  which  yield  higher 
rates,  and  in  decisions  to  seek  additional  cash 
at  favorable  terms  when  necessary. 

(Please  turn  to  page  492) 
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Monitoring  and  Using 
Available  Cash 

It  is  not  enough  to  know  your  cash  bal- 
ance in  the  checkbook  because  banks  do  not 
give  immediate  credit  for  deposits  the  day  they 
are  made  and  cash  is  not  withdrawn  the  day 
checks  are  written.  Companies  should  strive 
to  manage  available  cash,  not  checkbook  cash,  to 
improve  operating  performance.  Cash  is  not 
available  for  investment  until  funds  for  checks 
have  been  collected.  Preparing  accurate  cash 
budgets  will  involve  working  with  the  bank  to 
determine  the  length  of  float  for  checks  and 
deposits. 

You  should  receive  a monthly  account  ac- 
tivity analysis  statement  from  the  bank.  It  will 


show  average  available  cash  balances  for  the 
month  and  fees  charged  for  maintaining  the 
account.  If  there  is  a large  balance  after  the 
service  charge  adjustment,  too  much  cash  is 
being  left  in  the  account.  Excess  funds  can  be 
used  for  various  short  and  long-term  invest- 
ments such  as  repurchase  agreements,  sweep 
accounts  and  money  market  accounts.  Each 
investment  should  be  analyzed  as  to  level  of 
risk,  term  and  yield. 

Conclusion 

Once  good  cash  management  procedures 
are  established,  little  work  is  required  to  per- 
form the  necessary  cash  management  tasks  and 
the  bottom  line  benefit  can  be  substantial. 


August  1988 
Morbidity  Report 


Disease 

Aug. 

1988 

Total 

1988 

to 

Date 

1987 

to 

Date 

Most  Aug.  Cases 
Reported  From 
These  Counties 

AIDS 

3 

29 

28 

NA 

Amebiasis 

1 

12 

22 

Johnson 

Brucellosis 

0 

1 

3 

Chickenpox 

4 

6423 

7581 

Black  Hawk, 
Johnson,  Linn, 
Scott 

Campylobacter 

47 

297 

270 

Scattered 

Cytomegalovirus 
Eatons  Agent 

1 

5 

18 

Black  Hawk 

Infection 

0 

21 

44 

Encephalitis,  viral 
Erythema 

0 

8 

3 

Infectiosum 

Gastroenteritis 

0 

107 

880 

(GIV) 

67 

13894 

10806 

Scattered 

Giardiasis 

39 

222 

242 

Scattered 

Hepatitis,  A 

1 

35 

82 

Adair 

Hepatitis,  B 
Hepatitis,  Non 

8 

66 

90 

Scattered 

A-B 

Hepatitis 

2 

13 

23 

Buchanan,  Dubuque 

type  unspecified 

0 

2 

5 

Herpes  Simplex 

82 

675 

800 

Scattered 

Herpes  Zoster 

0 

0 

2 

Histoplasmosis 

Infectious 

0 

12 

9 

mononucleosis 

Influenza, 

0 

94 

131 

lab  confirmed 
Influenza-like 

0 

110 

67 

illness  (URI) 

95 

25676 

24702 

Scattered 

Legionellosis 

1 

14 

6 

Cedar 

Disease 

Aug. 

1988 

Total 

1988 

to 

Date 

1987 

to 

Date 

Most  Aug.  Cases 
Reported  From 
These  Counties 

Malaria 

0 

1 

4 

Meningitis 

aseptic 

0 

19 

40 

bacterial 

3 

74 

59 

Hardin,  Iowa,  Linn 

meningococcal 

0 

0 

3 

Mumps 

0 

33 

385 

Pertussis 

0 

20 

32 

Rabies  in  animals 

11 

115 

195 

Scattered 

Reye  Syndrome 

0 

0 

0 

Rheumatic  Fever 

0 

1 

2 

Rubella 

(German 

measles) 

0 

0 

1 

Measles 

0 

0 

0 

Salmonellosis 

28 

145 

105 

Shigellosis 

26 

165 

37 

Scattered 

Toxic  Shock 
Syndrome 

1 

5 

5 

Story 

Tuberculosis 
total  ill 

9 

35 

31 

Scattered 

bact.  pos. 

5 

28 

31 

Scattered 

Typhoid  Fever 

0 

0 

0 

Venereal  diseases 
Gonorrhea 

140 

1350 

1978 

Scattered 

Chlamydia 

404 

2895 

2343 

Scattered 

Syphilis 

1 

16 

19 

Blackhawk 

Other  Non-Reportable  Diseases:  Q Fever  — 1,  Johnson;  1, 
Tama;  Enterovirus  Type  71  — 1,  Johnson;  1,  Polk; 
Ureaplasms  Urealyticum  — 1,  Johnson;  1,  Mahaska;  1, 
Marion. 
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Drug  Therapy  Review 


Drug  Therapy  of  Genitourinary 
Cancer 


In  sharp  contrast  to  the  response  demon- 
strated in  testicular  cancer,  results  achieved 
by  the  chemotherapeutic  approach  to  treat- 
ment of  tumors  of  the  bladder,  prostate,  kid- 
ney and  penis  have  not  been  encouraging  (thus 
far).  One  exception  is  the  use  of  combination 
chemotherapy  in  advanced  bladder  cancer; 
preliminary  data  in  this  area  are  promising. 
Evaluation  of  results  obtained  in  carcinoma  of 
the  prostate  has  been  complicated  by  difficulty 
in  quantitation  of  response. 

Transitional  Cell  Carcinoma  of  the 
Bladder:  Topical  Chemotherapy 

The  introduction  of  podophyllin  instilla- 
tions by  Semple  in  1948  has  been  followed  by 
a number  of  other  attempts  to  reduce  the  re- 
currence rate  of  superficial  low-grade  bladder 
carcinomas.  Ease  of  administration,  the  mul- 
tifocal nature  of  bladder  cancer  and  the  high 
local  recurrence  rate  of  superficial  tumors  con- 
tribute to  widespread  use  of  topical  chemo- 
therapy in  treatment  of  superficial  bladder 
cancer.  Intravesical  instillation  of  antineoplas- 
tic agents  is  advocated  in  the  following  clinical 
situations:  incompletely  resected  tumors,  tu- 
mors on  the  anterior  wall  of  the  bladder  and 
multi-focal  tumors  or  multiple  areas  of  carci- 
noma in  situ  or  dysplasia. 

Adjuvant  topical  chemotherapy  is  also 
used  for  high-risk  patients  after  resection. 

Thiotepa:  The  most  widely  used  intraves- 
ical agent  is  triethylenethiophosphoramide,  or 
Thiotepa®,  an  alkylating  agent.  Complete  con- 


This  article  was  written  by  Stefan  Loening,  M.D.  and  Richard  D. 
Williams,  M.D.,  Department  of  Urology,  U.  of  I.  Hospitals  and  Clinics. 
It  was  edited  by  John  E.  Kasik,  M.D. 


trol  rates  of  23  to  53%  are  reported  with  this 
agent.  National  Bladder  Cancer  Collaborative 
Group  A investigated  the  efficacy  of  prophy- 
lactic Thiotepa  for  patients  determined  to  be 
cystoscopically  free  of  tumor.1  In  the  treated 
group,  72%  and  69%  were  free  of  disease  at 
12  and  24  months  compared  with  42%  and  27% 
in  the  control  group. 

Mitomycin  C:  Mitomycin,  an  antitumor  an- 
tibiotic with  the  ability  to  selectively  inhibit 
DNA  synthesis,  has  the  properties  of  an  al- 
kylating agent.  Mishina  et  al.  published  the 
first  report  of  intravesial  therapy  with  Mito- 
mycin C.2  It  appears  Mitomycin  C is  as  effec- 
tive as  Thiotepa  in  the  treatment  of  existing 
lesions,  and  in  view  of  its  lack  of  systemic  ab- 
sorption and  toxicity,  clinical  trials  to  study  the 
prophylactic  efficacy  of  this  agent  are  now  in 
order. 

Adriamycin:  Adriamycin,  an  antitumor  an- 
tibiotic known  to  be  active  against  bladder  can- 
cer when  administered  systemically,  has  been 
used  intravesically  with  varying  success.  It  ap- 
pears to  be  a third  alternative  to  Thiotepa,  one 
that  deserves  further  study  and  has  the  ad- 
vantage of  lacking  systemic  absorption  and 
toxicity. 

Bacillus  Calmette-Guerin  (BCG):  This  seems 
to  have  advantages  both  as  a prophylactic  and 
therapeutic  agent.  The  responses  appear  to  be 
more  durable  compared  to  other  chemother- 
apeutic agents,  especially  for  carcinoma  in  situ.3 
The  effects  of  BCG  in  patients  with  superficial 
bladder  cancer  are  currently  being  studied. 

Adjuvant  Chemotherapy 

Various  chemotherapeutic  agents  have 
been  used  in  the  adjuvant  setting.  The  most 
active  agent,  cis-platinum,  has  been  used  in 
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several  protocol  studies  in  combination  with 
radiation  therapy  for  patients  with  muscle  in- 
vasive bladder  cancer.  Seventy  patients  with 
muscle-invading  bladder  cancers  who  were  not 
candidates  for  cystectomy  were  treated  with  a 
combination  of  cisplatin  and  full-dose  external 
beam  radiation  in  a multi-institutional  pro- 
spective study  from  1980  through  1985.  A com- 
plete response  rate  of  77%  was  reported  for 
the  62%  completing  planned  irradiation  and 
70%  for  all  patients.  These  response  rates  ob- 
served in  all  stages,  in  conjunction  with  high 
survival  rates,  suggest  that  the  combination  of 
irradiation  and  cisplatin  may  offer  an  impor- 
tant therapeutic  advantage  over  radiation  ther- 
apy alone  for  invasive  bladder  cancer.4  Longer 
follow-up  will  be  necessary  to  determine  if  the 
observed  high  initial  complete  response  rate 
of  the  tumor  indicates  real,  lasting  benefit  for 
these  patients. 

Systemic  Chemotherapy 

The  goal  of  combination  chemotherapy  is 
to  combine  single  agents  with  known  activity 
into  programs  that  enhance  antitumor  effects 
without  intensifying  the  problems  associated 
with  any  single  drug  toxicity.  The  immediate 
goal  is  to  increase  both  the  number  and  du- 
ration of  complete  responses,  which  in  bladder 
cancer  have  been  very  few  with  the  use  of 
single-agent  therapy.  The  study  of  combina- 
tion therapy  suggests  significant  activity  is  seen 
only  in  combinations  that  include  cis-plati- 
num,  except  for  the  surprising  efficacy  re- 
ported with  the  Adriamycin-5-fluorouracil 
combination.5 

Two  combination  chemotherapy  regi- 
mens, cisplatin/methotrexate/vinblastine 
(CMV)  and  methotrexate/vinblastine/Adria- 
mycin/cisplatin  (MVAC)  are  currently  being 
evaluated  for  use  in  patients  with  metastatic 
bladder  cancer.6- 7 Although  initial  response 
rates  are  promising,  long-term  cure  rates  are 
as  yet  unknown.  An  additional  treatment  mo- 
dality to  be  considered  in  the  future  is  the  use 
of  combination  chemotherapy  with  adjuvant 
radiation  therapy  with  or  without  the  use  of 
salvage  cystectomy. 

Carcinoma  of  the  Prostate 

The  number  of  patients  who  exhibit  com- 
plete or  partial  clinical  response  to  chemo- 
therapy is  small.  Several  factors  that  may  be 
responsible  for  this  low  rate  are  1)  patients 


have  already  failed  systemic  hormone  ther- 
apy, 2)  most  prostatic  tumors  are  believed  to 
have  growth  fractions  under  5%,  resulting  in 
slow  doubling  time,  and  3)  most  patients  have 
extensive  tumor  burden  at  the  time  they  be- 
come hormone  refractory. 

Only  cis-platinum,  Adriamycin,  5-fluo- 
rouracil,  and  cyclophosphamide,  the  single 
agents  most  commonly  used  in  prostate  cancer, 
have  objective  remission  induction  capability 
of  greater  than  20%,  the  accepted  criterion  for 
minimum  efficacy  of  a chemotherapeutic  reg- 
imen.8 Initial  optimistic  reports  of  the  use  of 
combination  therapy  could  not  be  repeated  in 
multi  institutional  trials.  This  is  not  surprising 
since  there  are  few  single  agents  with  signif- 
icant response  rates  for  prostatic  cancer.5 

Steroidal  Alkylating  Agents 

The  concept  of  developing  chemical  con- 
jugates of  steroid  hormones  and  antineoplastic 
agents  relates  to  the  presence  of  steroid  spe- 
cific receptors  in  the  nucleus  and  cytoplasm  of 
normal  cells  from  male  target  organs  and  tu- 
mor cells  with  primary  cells  in  those  organs. 
The  National  Prostatic  Cancer  Project  has  con- 
ducted a number  of  clinical  trials  comparing 
estramustine  (Estracyt/Emcyt®)  alone  and 
combined  with  other  agents.9  An  estramus- 
tine-induced  objective  response  was  seen  in 
only  one  out  of  38  patients  treated.  The  further 
use  of  estramustine  to  attempt  to  induce  ob- 
jective remissions  in  hormonally  resistant 
prostatic  cancer,  therefore,  hardly  seems  war- 
ranted. 

A second  steroidal  alkylating  agent,  pred- 
nimustine  (Leo-1031),  has  been  studied  in  the 
treatment  of  prostatic  carcinoma.  In  this  study 
conducted  by  the  National  Prostatic  Cancer 
Project,  only  one  patient  out  of  54  tested  with 
the  prednimustine-estramustine  combination 
achieved  an  objective  remission.10 

Agonists 

With  the  discovery  of  gonadotropin-re- 
leasing hormone  and  its  analogs  with  their 
demonstrated  ability  to  suppress  Leydig  cell 
function  in  experimental  animals  and  in  man, 
the  next  obvious  question  was  that  of  efficacy 
of  these  compounds  in  treatment  of  human 
prostatic  cancer.  Comparing  LHRH  agonists 
with  DES  has  shown  no  statistical  difference 
between  the  2 treatment  modalities  in  terms 
of  response  and  time  to  progression.  How- 
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ever,  fewer  side  effects  were  observed  with 
patients  receiving  LHRH  agonists. 

Flutamide  in  humans  was  compared  with 
DES  from  1973  to  1974  and  found  to  yield  sim- 
ilar responses  in  all  groups  treated.  Side  effects 
of  flutamide  consisted  only  of  breast  tender- 
ness and  gynecomastia,  both  of  which  were 
less  pronounced  and  occurred  later  than  the 
same  effects  experienced  by  patients  on  DES. 

LaBrie  recently  reported  the  efficacy  in  an- 
imals of  the  combination  of  an  LHRH  agonist 
and  a pure  antiandrogen  (flutamide).  He  ob- 
served a positive  response  rate  in  more  than 
90%  of  untreated  patients  receiving  this  com- 
bined therapy.  Time  to  progression  and  sur- 
vival were  also  markedly  superior  to  historical 
controls  treated  with  DES  or  with  orchiectomy 
only.11  Studies  in  this  country,  however,  have 
not  been  able  to  confirm  his  results.12 

Kidney  Neoplasms 

Numerous  clinical  trials  have  explored  the 
role  of  hormonal  therapy  and  chemotherapy 
in  the  treatment  of  renal  cell  carcinoma.  Pro- 
gestins  have  remained  the  most  actively  stud- 
ied form  of  hormonal  therapy  and  have  been 
associated  with  response  rates  ranging  from  0 
to  20% . Other  hormonal  agents  including  an- 
tiestrogens and  combinations  of  hormones  and 
chemotherapy  have  also  been  associated  with 
response  rates  usually  less  than  10%. 

Many  studies  of  single-agent  chemother- 
apy have  been  done,  with  most  agents  show- 
ing minimal  or  no  activity.  The  most  active 
drug  has  been  vinblastine,  with  a response 
rate  of  approximately  20%  in  collected  series. 
Almost  all  other  single  agents  have  had  less 
than  10%  response,  although  many  trials  were 
conducted  using  a small  number  of  patients, 
making  conclusions  concerning  drug  activity 
uncertain.13 

In  Combination  Chemotherapy 

Progestins,  vinblastine  and  nitrosoureas, 
which  appear  to  demonstrate  some  activity  in 
single-agent  regimens,  have  been  the  main 
agents  included  in  experimental  combination 
regimens.  However,  response  rates  and  sur- 
vival have  not  been  significantly  better  than 
those  for  single-agent  therapy. 

Interferon  Therapy 

Several  investigators  have  studied  inter- 
feron with  recurrent  or  metastatic  renal  cell 


cancer.1416  Initial  trials  used  human  leukocyte 
interferons  derived  from  virus-stimulated  buffy 
coat  leukocytes.  These  interferon  preparations 
were  impure,  tedious  to  prepare,  and  required 
large  amounts  of  blood  products  for  prepara- 
tion. Estimation  of  results  from  clinical  trials 
indicates  that  16%  of  the  patients  with  meta- 
static renal  cell  cancer  displayed  complete  or 
partial  response  to  interferon  therapy. 

A response  rate  of  19%  was  noted  for  the 
4 trials  using  human  leukocyte  interferon. 
These  results  are  comparable  to  the  17%  re- 
sponse rate  achieved  with  partially  purified 
lymphoblastoid  interferon.  Recombinant  in- 
terferon has  a slightly  lower  rate  of  14%;  these 
differences,  however,  are  not  statistically  sig- 
nificant. Further  studies  with  both  beta  and 
gamma  interferons  are  needed  to  assess  their 
relative  efficacy  compared  to  the  alpha  inter- 
ferons. 

There  is  little  doubt  interferon  therapy  can 
induce  response  in  a small  but  important  group 
of  patients  with  metastatic  renal  cell  carci- 
noma, with  the  most  impressive  results  in  pa- 
tients with  pulmonary  metastasis  and  good 
performance  status. 

The  Department  of  Urology  is  currently 
conducting  research  into  the  role  of  adoptive 
immunotherapy  using  “tumor  infiltrating 
lymphocytes"  (activated  T-cells  obtained  from 
tumor  tissue,  regional  lymph  tissue  and  pe- 
ripheral blood  samples  of  patients  with  renal 
cancer)  in  the  treatment  of  renal  cell  cancer  in 
laboratory  animals. 

Chemotherapy  of  Testicular 
Carcinoma 

The  evolution  of  therapy  of  testicular 
germ-cell  tumors  is  one  of  the  truly  important 
success  stories  in  the  treatment  of  GU  cancers. 
Whereas  in  the  1950s  cures  were  only  obtain- 
able with  surgical  resection  of  early  localized 
disease,  now  90  to  100%  of  all  patients  with 
advanced  disease  regularly  achieve  some 
measure  of  response  to  therapy. 

The  results  obtained  with  the  use  of  single 
chemotherapeutic  agents  were  generated  in 
early  trials  conducted  prior  to  1970,  and  re- 
sponse criteria  were  often  not  clearly  specified. 
Objective  responses  were  often  produced,  al- 
though complete  responses  were  few.  Of  these 
few  complete  responses,  however,  long-term 
survivals  emerged  often  enough  to  encourage 
(Please  turn  to  page  498) 
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continuing  trials  with  other  single  agents  in 
combinations  made  up  of  active  drugs. 

The  goal  of  designing  effective  combina- 
tion chemotherapy  programs  is  to  improve 
both  the  frequency  and  durability  of  complete 
remissions,  the  ultimate  end  point  being  cure. 
This  theoretically  is  accomplished  by  combin- 
ing single  agents  having  the  highest  known 
activity,  differing  mechanisms  of  action,  and 
preferably,  different  toxic  effects  that  would 
result  in  a more  intense  antitumor  effect  with- 
out enhancing  the  toxicity  to  any  single  organ 
system.  In  few  other  settings  has  this  ap- 
proach paid  more  dividends  than  in  the  treat- 
ment of  testicular  carcinoma.  The  first  major 
advance  was  made  in  this  direction  with  a 
combination  of  bleomycin  and  vinblastine  by 
Samuels  and  colleagues.17  By  combining  bleo- 
mycin, the  toxicity  of  which  is  primarily  skin 
and  pulmonary,  and  vinblastine,  which  is  pri- 
marily myelotoxic,  marked  improvements  in 
response  rates  were  seen. 

However,  the  most  dramatic  advance  in 
the  treatment  of  testicular  carcinoma  was  made 
when  the  impressive  single-agent  activity  of 
cis-platinum  in  pretreated  patients  became  ev- 
ident.18 Because  it  lacks  relative  myelotoxicity 
and  has  no  known  pulmonary  effects,  cis-plat- 
inum was  the  logical  drug  to  incorporate  into 
the  vinblastine-bleomycin  combination.  Side 
effects  of  cis-platinum  include  nausea  and 
vomiting,  ototoxicity  and  nephrotoxicity. 
However,  the  drug  can  be  used  fairly  safely  if 
careful  attention  to  detail  is  paid  by  experi- 
enced therapists.  The  extensive  use  of  cis-plat- 
inum in  combination  with  vinblastine  and 
bleomycin  ( VBP)  was  first  reported  by  Einhorn 
and  Donohue.19 

Several  cooperative  groups  have  con- 
firmed the  Einhorn  regimen  produces  a 70% 
complete  remission  rate  with  an  additional  10% 
of  patients  rendered  disease-free  after  surgical 
resection  of  residual  masses.  Although  these 
results  illustrate  the  obvious  gains  in  the  treat- 
ment of  testicular  carcinoma,  many  areas  re- 
main open  for  future  investigation.  The  iden- 
tification of  more  active  single  agents  that  could 
then  be  incorporated  into  more  successful 
combination  therapy  is  needed.  This  is  espe- 
cially important  for  patients  with  bulky,  far- 
advanced  disease  where  durable,  complete  re- 
missions are  illusive  for  up  to  50%  of  patients. 
Currently,  most  centers  use  the  combination 
of  cis-platinum,  bleomycin  and  VP-16  instead 


of  the  previously  used  regimen  with  vinblas-' 
tine  since  studies  by  Einhorn  et  al  show  a 
higher  response  rate  and  fewer  side  effects  with 
this  combination.20 

Other  aspects  of  primary  therapy,  such  as 
the  roles  of  debulking  surgery  and  adjuvant 
surgery  in  treating  incomplete  responders,  de- 
serve well-planned  investigations.  To  date,  the 
addition  of  maintenance  therapy  to  suffi- 
ciently vigorous  induction  programs  has  not 
been  of  proven  advantage.  Effective  salvage 
therapy  is  clearly  needed  for  the  50%  of  pa- 
tients with  bulky  disease  who  do  not  respond 
to  initial  treatment.  Furthermore,  it  is  impor- 
tant to  define  the  role,  if  any,  of  earlier  adju- 
vant chemotherapy  and  to  identify  subgroups 
of  patients  who  may  be  at  particularly  high 
risk  of  developing  advanced,  refractory  dis- 
ease. 
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Health  Care 
Coverage 
That  Wasn’t  Bom 

Yesterday 

The  changes  in  health  care  and  health  coverage  in  the 
last  five  decades  have  been  tremendous.  And,  through  it 
all,  Iowa’s  Blue  Cross  and  Blue  Shield  Plans  have  set  the 
pace.  All  the  while,  we  have  worked  diligently  to  help  our 
customers  get  the  most  out  of  their  health  care  dollars,  to 
provide  excellence  in  service  and  to  give  our  members 
cost-efficient,  quality  benefits.  Like  Total  Health  Network 
of  Iowa  and  Family  Health  Plan,  our  innovative  health 
maintenance  organizations...  ALLIANCE  Select,  our  pre- 
ferred provider  program... and  Delta  Dental  Plan  of  Iowa. 

We’ve  worked  with  the  providers  of  health  care  for  50 
years  to  assure  lowans  of  affordable,  high-quality  cover- 
age. And  you  can  be  sure  that  we’ll  be  doing  the  same  for 
another  50  years.  It’s  a tradition  we’re  proud  of  ...and  one 
you  can  count  on. 


Blue  Cross 
Blue  Shield 


Des  Moines/Sioux  City 


U.  of  I.  College  of  Medicine 


FULL  7-YEAR  REACCREDITATION  FOR 
COLLEGE:  An  external  survey  of  the  finances, 
faculty  and  facilities  of  the  College  has  brought 
rave  reviews  and  a recommendation  for  reac- 
creditation. Representing  the  American  Med- 
ical Association  and  the  Association  of  Amer- 
ican Medical  Colleges,  the  4-member  survey 
team  recommended  full  accreditation  for  7 
years  without  interim  reports  — "an  unusual 
expression  of  confidence,"  Dean  John  W.  Eck- 
stein said. 

THE  USE  OF  CARBONLESS  COPY  PAPER 

may  lead  to  potentially  life-threatening  adverse  re- 
actions in  some  susceptible  people,  reports  a study 
by  Thomas  Casale,  Internal  Medicine,  and  James 
Merchant,  Preventive  Medicine  and  Environ- 
mental Health.  They  studied  2 women  who  suf- 
fered recurrent  episodes  of  hoarseness,  cough,  flush- 
ing, rashes  and  itching  after  handling  the  paper. 
Use  of  the  paper  can  lead  to  potentially  fatal  swelling 
of  the  larynx  with  asphixiation  in  some  people.  Some 
of  the  symptoms  surfaced  when  one  of  the  paper's 
chemical  ingredients  — alkylphenol  novalac  resin 
— was  applied  to  the  womens'  arms.  The  research- 
ers conclude  that  physicians  should  carefully  eval- 
uate any  symptoms  associated  with  handling  the 
paper. 

ASSOCIATE  DEAN  CAROL  ASCHENBRE- 

NER  was  named  senior  associate  dean  for  the 
College  July  1,  announced  Dean  John  W.  Eck- 
stein. In  Aschenbrener's  new  capacity  she  will 
be  concerned  with  such  areas  as  faculty  ap- 
pointments and  promotions,  educational  and 
research  programs,  budget  making,  fiscal  af- 
fairs and  other  activities  that  strengthen  the 
educational,  research  and  professional  service 
functions  of  the  College,  as  designated  by  the 
Dean. 

THE  UI  HEALTH  SCIENCES  LIBRARY  has  been 
renamed  the  Hardin  Library  for  Health  Sciences 
in  honor  of  Robert  C.  Hardin,  former  dean  of  the 
College  of  Medicine  who  died  January  2,  1988. 
"During  his  tenure  as  dean,  Hardin  stimulated  the 
construction  of  the  Bowen  Science  Building,  spear- 


headed a national  fund-raising  drive  to  obtain 
matching  funds  for  construction  of  the  Health  Sci- 
ences Library  and  is  credited  with  the  beginning 
reorganization  of  our  basic  science  departments," 
noted  Dean  John  W.  Eckstein. 

FOUR  COLLEGE  OF  MEDICINE  PROFES- 
SORS have  written  chapters  for  the  new  18th 
edition  of  the  highly  acclaimed  Cecil  Textbook 
of  Medicine.  Contributing  articles  were  Fran- 
cois M.  Abboud,  Internal  Medicine  depart- 
ment head;  Antonio  R.  Damasio,  Neurology 
department  head;  Richard  Wenzel,  Internal 
Medicine;  and  Richard  Williams,  Urology  de- 
partment head. 

THE  UI  IS  MOUNTING  A MAJOR  EFFORT 

to  prevent  job-related  injuries  and  illnesses  through 
a comprehensive  new  occupational  health  program. 
Called  "Worksafe  Iowa,"  the  interdisciplinary  UI 
program  provides  occupational  health  services  and 
continuing  occupational  health  education  to  busi- 
ness, industry,  agriculture  and  health  professionals 
in  Iowa  and  in  the  region.  James  Merchant,  Pre- 
ventive Medicine  and  Environmental  Health, 
is  director  of  Worksafe  Iowa.  He  says  many,  if  not 
most,  of  the  conditions  that  lead  to  job-related  illness 
or  injury  are  entirely  preventable  through  improved 
workplace  design,  education  and  early  detection. 

NEUROLOGY  RESEARCHERS  AT  THE  UI 

have  discovered  that  patients  who  have  prosopag- 
nosia, while  unable  to  recognize  familiar  faces,  are 
still  able  to  identify  the  person's  facial  expression, 
gender  and  age.  The  new  findings  show  how  the 
brain  uses  different  regions  to  perform  different 
processes.  While  prosopagnosia  patients  are  unable 
to  identify  familiar  faces  because  of  specific  brain 
damage,  they  are  not  otherwise  demented  or  im- 
paired, noted  the  study's  researchers,  Daniel  Tra- 
nel,  Antonio  Damasio  and  Hanna  Damasio,  all 
of  Neurology.  Therapists  can  help  patients  cope  by 
teaching  them  to  read  "cues"  such  as  sound  of  voices 
and  bodily  movements  as  ways  to  help  them  identify 
people. 

This  report  has  been  compiled  by  The  Univer- 
sity of  Iowa  Health  News  Service. 
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This  book  about  drugs  is  different... 
it’s  written  in  English 


Patients  often  have  questions  about  then- 
prescription  drugs,  even  after  their  doctor  has  taken 
the  time  to  discuss  their  medication  with  them. 

That’s  why  every  Peoples  Drug  Store  has  a 
copy  of  the  ‘ ‘Patient  Guide  to  Prescription  Drugs’ 
It’s  an  authoritative  directory  that  provides  the 
drug  information  patients  need  most.  It  informs 
them  about  side  effects,  dosages,  and  almost 


everything  they  need  to  know  in  order  to  take 
their  medication  properly. 

And,  unlike  many  books  on  drugs,  it  does 
it  all  without  complicated  jargon,  using  clear, 
straightforward  writing  that’s  easy  to  understand. 
You  see,  when  it  comes  to  helping  people  get  the 
most  from  their  prescriptions  Peoples  wants  to 
make  sure  we’re  all  talking  the  same  language. 


Every  Peoples  has  an  unlisted  phone  that’s  reserved 
only  for  doctors  and  answered  only  by  pharmacists. 
Please  call  your  local  store  to  obtain  the  number. 


PEOPLES 

DRUG 


the  convenience  you  want...  the  SAVINGS  you  deserve 


About  Iowa  Physicians 


Dr.  R.  Michael  Norris  has  joined  the  medical 
staff  of  Myrtue  Memorial  Hospital  in  Harlan. 
Dr.  Norris  received  the  M.D.  degree  from  the 
University  of  Nebraska  College  of  Medicine, 
Omaha,  Nebraska  and  completed  his  general 
surgery  residency  with  Borgess/Bronson  Hos- 
pitals, Kalamazoo,  Michigan.  Dr.  Scott  Thiel 
has  joined  the  Boone  Family  Practice  Clinic. 
Dr.  Thiel  received  the  M.D.  degree  from  the 
U.  of  I.  College  of  Medicine  and  completed  a 
family  practice  residency  at  the  U.  of  I.  Hos- 
pitals and  Clinics.  Dr.  James  Levett  has  joined 
Surgical  Specialists,  P.C.  in  Cedar  Rapids.  Dr. 
Levett  received  the  M.D.  degree  from  the 
U.  of  I.  College  of  Medicine  and  served  his 
residency  at  the  University  of  Chicago  Hos- 
pitals and  Clinics.  Prior  to  joining  Surgical 
Specialists,  Dr.  Levett  practiced  at  the  Deborah 
Heart  and  Lung  Center  in  Browns  Mills,  New 
Jersey.  Dr.  Donald  Borgen,  longtime  Gowrie 
physician,  has  retired  after  practicing  medi- 
cine for  56  years.  Dr.  Borgen  received  the  M.D. 
degree  from  the  U.  of  I.  College  of  Medicine. 
Dr.  Janet  Gilbert  has  begun  family  practice  at 
the  Williamsburg  Family  Practice  Clinic.  Dr. 
Gilbert  received  the  M.D.  degree  at  the  Uni- 
versity of  Arkansas  College  of  Medicine,  Little 
Rock,  Arkansas  and  completed  her  residency 
at  the  University  of  Arkansas  for  Medical  Sci- 
ences. Dr.  Alton  Knosp,  Jefferson,  has  retired 
from  family  practice  after  33  years.  Dr.  Knosp 
received  the  M.D.  degree  from  the  University 
of  Nebraska  College  of  Medicine  in  Omaha, 
Nebraska.  Before  he  established  his  practice  at 
the  Jefferson  Clinic,  Dr.  Knosp  practiced  med- 
icine in  Paton. 


Dr.  Charles  Filipi  has  joined  Dr.  Robert 
Mandsager  and  Dr.  Thomas  Foley  in  their 
Marshalltown  practice.  Dr.  Filipi  received  the 
M.D.  degree  from  the  U.  of  I.  College  of  Med- 
icine, completed  a general  surgical  residency 
at  George  Washington  University  Hospital  in 
Washington,  D.C.  and  was  a major  with  the 
U.S.  Air  Force,  Department  of  Surgery  at 
Langley  Air  Force  Base  in  Hampton,  Virginia. 


Prior  to  joining  the  Marshalltown  practice.  Dr. 
Filipi  most  recently  practiced  at  the  Walla  Walla 
Clinic  in  Walla  Walla,  Washington.  Dr.  David 
Crippin  and  Dr.  Scott  Wulfekuhler  have 
joined  the  staff  at  Buena  Vista  Clinic.  Dr.  Crip- 
pin received  the  M.D.  degree  from  the  Uni- 
versity of  Minnesota  Medical  School  in  Min- 
neapolis, Minnesota  and  has  been  practicing 
medicine  in  Sioux  City.  Dr.  Wulfekuhler  re- 
ceived the  M.D.  degree  from  the  U.  of  I.  Col- 
lege of  Medicine  and  has  been  practicing  in 
Cedar  Rapids.  Dr.  Jeff  Allyn  has  joined  Drs. 
Don  Weideman,  S.  L.  Anthony  and  Rodney 
Erickson  at  the  Vinton  Family  Medical  Asso- 
ciates, P.C.  Dr.  Allyn  received  the  M.D.  de- 
gree at  Tulane  University  School  of  Medicine, 
New  Orleans,  Louisiana  and  completed  his 
family  practice  residency  at  Broadlawns  Med- 
ical Center,  Des  Moines.  Dr.  Richard  J.  How- 
ard has  joined  Surgical  Consultants  P.C.  in 
Sioux  City.  Dr.  Howard  received  the  M.D.  de- 
gree from  the  Medical  College  of  Wisconsin, 
Milwaukee,  Wisconsin  and  completed  his  res- 
idency at  the  University  of  Texas  Medical 
Branch,  Galveston,  Texas.  Dr.  Charles  Buck- 
ley  has  begun  practicing  medicine  at  the  Keo- 
kuk County  Medical  Clinic.  Dr.  Buckley  pre- 
viously served  in  the  Ottumwa  Hospital 
emergency  room  and  Keokuk  and  Fort  Mad- 
ison Hospitals. 


Dr.  Robert  Joranson,  longtime  Council  Bluffs 
physician,  has  retired  after  nearly  40  years  of 
medical  practice.  Dr.  Joranson  received  the 
M.D.  degree  from  the  University  of  Chicago, 
Chicago,  Illinois  and  served  his  residency  in 
internal  medicine  at  Presbyterian-St.  Luke's 
Hospital,  also  in  Chicago.  Dr.  Martin  G. 
Meindl,  Creston,  was  awarded  the  Pediatric 
Recognition  Award  at  the  Annual  Spring  Pe- 
diatric Conference  at  Raymond  Blank  Memo- 
rial Hospital  for  Children  in  Des  Moines.  Dr. 
Meindl,  staff  pediatrician  at  Greater  Commu- 
nity Hospital,  was  recognized  for  his  efforts 
in  the  advancement  of  medical  care  for  chil- 
dren in  Iowa.  Dr.  Jeffrey  M.  Kowitz  and  Dr. 
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R.  Mark  Duff  have  joined  the  Park  Clinic  in 
Titonka.  Dr.  Kowitz  received  the  M.D.  degree 
from  the  University  of  Minnesota  Medical 
School,  Minneapolis  and  completed  his  inter- 
nal medicine  residency  at  the  University  of 
Wisconsin,  Clinical  Science  Center,  Madison, 
Wisconsin.  Dr.  Duff  received  the  M.D.  degree 
at  the  University  of  Nebraska  College  of  Med- 
icine, Omaha,  Nebraska  and  completed  a pe- 
diatric residency  at  the  Oklahoma  University 
Health  Science  Center  in  Oklahoma  City, 
Oklahoma.  Dr.  Edward  G.  Nassif  has  been 
elected  president  of  the  American  Lung  As- 
sociation of  Iowa  for  1988-90.  Dr.  Nassif  is  a 
pediatrician  at  McFarland  Clinic  in  Ames.  Dr. 
Federico  Fiallos  has  begun  medical  practice 
with  Decatur  Medical  Services  with  offices  at 
Leon  and  Lamoni.  Dr.  Fiallos  received  the  M.D. 
degree  in  Spain  where  he  also  completed  a 
surgical  residency.  He  served  as  the  Health 
Officer  at  the  Cedars  of  Lebanon  Health  Care 
Center  in  New  York  then  completed  a surgical 
residency  program  at  the  New  Rochelle  Med- 
ical Center,  also  in  New  York.  Dr.  John  W. 
Stoughton  has  joined  Dr.  William  Garred  and 
Dr.  Curtis  Mock  at  the  W.  P.  Garred  Medical 
Clinic  in  Onawa.  Dr.  Stoughton  received  the 
M.D.  degree  from  the  University  of  Nevada 
School  of  Medicine  Science,  Reno,  Nevada  and 
completed  his  family  practice  residency  in 
Greeley,  Colorado. 


Dr.  David  W.  Beck  has  joined  the  staff  of  St. 
Joseph  Mercy  Hospital  in  Mason  City  and  has 
opened  a neurosurgery  practice  on  the  Mercy 
Campus.  He  previously  had  been  an  associate 
professor  of  neurosurgery  at  the  U.  of  I.  Col- 
lege of  Medicine.  Dr.  James  D.  Kimball,  Des 
Moines,  has  been  appointed  director  of  family 
practice  residency  training  at  Broadlawns 
Medical  Center.  Dr.  Kimball  has  served  as  as- 
sociate director  of  the  family  practice  residency 
program  and  has  been  a family  practice  faculty 
physician  at  Broadlawns  since  1984.  Dr.  James 
Hood  was  elected  to  fellowship  in  the  Amer- 
ican College  of  Nutrition.  Dr.  Hood  currently 
is  a fellow  of  the  American  Physicians  and  a 
fellow  of  the  Royal  College  of  Physicians  of 
Edinburgh.  He  practices  with  Medical  Asso- 
ciates in  Cedar  Rapids.  Dr.  James  Tomic  has 
joined  the  medical  staff  at  Marshalltown  Med- 
ical & Surgical  Center.  Dr.  Tomic  received  the 
M.D.  degree  from  the  University  of  Wisconsin 
Medical  School,  Madison,  Wisconsin  and  com- 


pleted a radiology  residency  at  Wayne  State 
University  in  Detroit,  Michigan.  Dr.  Robert  H. 
Heise  has  retired  from  medical  practice  after 
serving  Story  City  for  38  years.  Dr.  Heise  was 
honored  at  a dinner  held  at  Valhalla.  He  re- 
ceived the  M.D.  degree  from  the  University  of 
Nebraska  College  of  Medicine  in  Omaha,  Ne- 
braska. Dr.  Reginald  R.  Cooper  and  Dr.  Jo- 
seph A.  Buckwalter  have  been  elected  to  the 
board  of  directors  of  the  American  Academy 
of  Orthopedic  Surgeons.  Dr.  Cooper  is  pro- 
fessor and  head  of  orthopedic  surgery  at  the 
U.  of  I.  College  of  Medicine  and  past  president 
of  the  academy.  Dr.  Buckwalter  is  chief  of 
orthopedics  at  Veterans  Administration  Med- 
ical Center  and  a professor  of  orthopedics  and 
director  of  orthopedic  oncology  at  the  U.  of  I. 
College  of  Medicine.  He  is  chairman  of  the 
academy's  committee  on  evaluation. 


Deaths 


Dr.  Lawrence  DenBesten,  61,  Oceanside,  Cal- 
ifornia, formerly  of  Iowa  City,  died  June  30  at 
his  home.  Dr.  DenBesten  received  the  M.D. 
degree  from1  the  U.  of  I.  College  of  Medicine 
and  also  completed  a surgical  residency  there. 
He  joined  the  surgery  department  at  the 
U.  of  I.  and  was  vice  chairman  and  chief  of 
the  Veterans  Administration  Medical  Center. 
He  was  UCLA  chief  of  surgery  at  the  Veterans 
Administration  hospital  in  Sepulvada,  Cali- 
fornia, and  chief  of  gastrointestinal  surgery  at 
UCLA.  Dr.  DenBesten  was  the  recipient  of  the 
AMA  Physicians  Recognition  Award  in  1973, 
1975,  1978  and  1981. 


ANOTHER  IMS 
MEMBER  SERVICE 

Physicians  who  are  members  of 
the  Iowa  Medical  Society  may  ad- 
vertise in  the  classified  section  for 
3 months  without  charge. 
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Classified  Advertising 


CLASSIFIED  ADVERTISING  RA  TE  — $3  per  line , $30 
minimum  per  insertion.  NO  CHARGE  TO  MEMBERS 
OF  IOWA  MEDICAL  SOCIETY.  Copy  deadline  — 1st 
of  the  month  preceding  publication. 


SOUTHEASTERN  IOWA  — Seeking  full-time  and  part-time  physician 
for  new  50-bed  hospital  emergency  department  in  southeastern  Iowa. 
Attractive  hourly  compensation  and  malpractice  insurance  provided. 
Benefit  package  available  to  full-time  physicians.  Contact  Emergency 
Consultants,  Inc.,  2240  S.  Airport  Road,  Room  43,  Traverse  City,  Mich- 
igan 49684,  1-800/253-1795  or  in  Michigan  1-800/632-3496. 


GENERAL  SURGEON,  FAMILY  PRACTICE  and  INTERNAL  MEDI- 
CINE SPECIALISTS  — to  join  eight-doctor  family  practice  clinic  in 
Cloquet,  Minnesota,  a community  of  12,000  (30,000  service  area)  located 
20  minutes  from  Duluth-Superior.  Clinic  facility  is  located  one  block 
from  modem,  well  equipped  77-bed  hospital.  Cloquet  enjoys  a stable 
economy  (forest  products).  Additionally,  our  community  is  noted  for 
its  excellent  school  system.  First  year  salary  guarantee,  paid  malpractice, 
health  and  disability  insurance,  vacation  and  study  time.  Contact  John 
Turonie,  Administrator,  Raiter  Clinic,  Ltd.,  417  Skyline  Blvd.,  Cloquet, 
Minnesota  55720.  Telephone  218/879-1271. 


TIRED  OF  THE  DES  MOINES  RAT  RACE?  — A growing  multispecialty 
clinic  in  Prairie  du  Chien,  Wisconsin  is  looking  for  aggressive  family 
practice  and  general  internists.  We  have  an  excellent  49-bed  Community 
Hospital.  We  have  excellent  sports  and  living  conditions.  The  school 
system  is  also  well  rated.  Please  contact  Brenda  Jones,  Office  Manager, 
Prairie  Medicine,  Ltd.,  Prairie  du  Chien,  Wisconsin  53821  or  608/326- 
6402. 


EMERGENCY  PHYSICIANS  — Full  and  part-time  positions.  Level  II 
emergency  room  with  13,000  annual  volume.  Previous  experience  or 
commensurate  training  preferred.  ACLS,  ATLS  required.  Independent 
contractor  status.  Malpractice  paid.  Contact  Emergency  Services  and 
Management,  C.A.  Lindquist,  M.D.,  Rt.  #1,  Fort  Dodge,  Iowa  50501. 
Telephone  515/955-6136. 


INTERNIST  NEEDED  — Minnesota  internist  seeks  BE/BC  internist  to 
join  his  practice  in  Brainerd,  a central  Minnesota  resort  community. 
Beautiful  lakes  and  expanding  retirement  area.  New  162-bed  hospital 
with  all  specialities.  Offices  in  5-year-old  medical  office  building.  Write 
No.  1580,  IOWA  MEDICINE,  1001  Grand  Avenue,  West  Des  Moines, 
Iowa  50265. 


PEDIATRICIAN  — Wanted  to  join  2 Board  Certified  pediatricians  in 
Southeast  Iowa  community  of  28,000.  Rapidly  growing  practice  with 
Level  II  nursery.  Regional  referral  center  for  10  counties.  Most  other 
specialties  represented.  For  further  information  call  515/682-0318  or  send 
a curriculum  vitae  to  Pediatric  Associates  of  Ottumwa,  P.C.,  1140  North 
Jefferson,  Suite  207,  Ottumwa,  Iowa  52501. 


MANKATO  CLINIC,  LTD  — is  seeking  BE/BC  physician  in  the  fol- 
lowing specialties:  allergy,  dermatology,  invasive  cardiology,  oncology, 
urology,  ophthalmology  and  general  internal  medicine.  The  Mankato 
Clinic  is  a 38-doctor  multi-specialty  group  practice  in  south  central  Min- 
nesota with  a trade  area  population  of  150,000.  Guaranteed  salary  first 
year,  incentive  thereafter  with  full  range  of  benefits  and  liberal  time 
off.  For  more  information,  call  Roger  Greenwald,  Administrator  or  Dr. 
B.C.  McGregor  at  507/625-1811  or  write  501  Holly  Lane,  Mankato,  Min- 
nesota 56001. 


MEDICAL  OFFICERS  — Location:  Des  Moines  Military  Entrance  Pro- 
cessing Station.  Medical  officer  (general  practice)  needed  to  serve  as 
the  chief  medical  officer  with  responsibility  for  planning  and  directing 
the  medical  examining  section  of  the  station.  Makes  final  determination 
of  medical  acceptability  of  examinees  for  the  Armed  Forces.  Salary: 
$36,889  per  annum.  (May  be  increased  based  on  physician's  compara- 
bility allowance  and/or  superior  qualifications.)  Full  civil  service  ben- 
efits. Call  Rita  Verkler,  Directorate  of  Civilian  Personnel,  Fort  McCoy, 
Wisconsin  54656-5000,  608/388-3755  or  608/388-3772  for  more  informa- 
tion. An  Equal  Opportunity  Employer. 


$5,000-$60,000  — For  physicians  unsecured  signature  loans  for  any  need 
including  taxes,  debts,  investments.  No  points  or  fees.  Best  rates.  Level 
payments  up  to  6 years.  No  prepayment  penalties.  Deferred  principal 
option.  First  payment  not  due  for  90  days.  For  application  call  toll  free 
1-800/331-4952,  MediVersal  Dept.  114. 


PHYSICIANS  NEEDED  — General  internist/endocrinologist,  cardiol- 
ogist/rheumatologist, BE/BC  to  join  a 16-man  internal  medicine  de- 
partment in  a dynamic  growing  multi-specialty  clinic.  Attractive  salary 
with  full  range  of  benefits.  Mid-sized  midwestem  community  with 
excellent  educational,  recreational  and  social  activities.  Please  send  CV 
and  references  to  Ross  A.  Madden,  M.D.,  Medical  Director,  Medical 
Associates  Clinic,  P.C.,  1000  Langworthy,  Dubuque,  Iowa  52001. 


FAMILY  PHYSICIAN  NEEDED  — Board  Certified  or  Eligible  family 
physician  to  join  established  group  of  6 ABFP  physicians  in  rapidly 
expanding  practice.  Office  located  adjacent  to  county  hospital.  Board 
surgeon,  radiologist  and  pathologist  resident  in  town  of  8,000  with 
liberal  arts  college,  one  hour  from  metro  areas.  Excellent  facilities  in- 
cluding x-ray  and  laboratory.  Competitive  first  year  salary.  Please  send 
current  curriculum  vitae  to  Kevin  L.  Sand,  M.D.,  Decorah  Medical 
Associates,  P.C.,  805  Montgomery  Street,  Decorah,  Iowa  52101. 


POSITION  WANTED  — Full-time,  part-time  or  locum  tenens  employ- 
ment by  62-year-old  male  physician  general  practitioner.  Good  health, 
active  and  up  to  date  with  good  references.  Iowa,  Minnesota  and  Wis- 
consin CME  licenses  current.  General  practice  background  would  like 
work  involving  older  patients  although  surgical,  medical  and  general 
background  is  good.  Reply  to  Box  1581,  IOWA  MEDICINE,  1001  Grand 
Avenue,  West  Des  Moines,  Iowa  50265  or  call  515/444-4424. 


ORTHOPEDIC  SURGEON  — Part-time  position  in  county  hospital  with 
Family  Practice  Residency  Program,  University  of  Iowa  affiliation. 
Competitive  salary  and  benefits.  Send  CV  to  BMC,  18th  and  Hickman 
Road,  Des  Moines,  Iowa  50314  or  call  515/282-2275. 
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NORTH  IOWA  EYE  CLINIC,  P.C. 
ADDISON  W.  BROWN,  JR.,  M.D. 
MICHAEL  L.  LONG,  M.D. 
BRADLEY  L.  ISAAK,  M.D. 
RANDALL  S.  BRENTON,  M.D. 
3121  4TH  STREET,  S.W. 

P.O.  BOX  1877 
MASON  CITY  50401 
515/423-8861 


GENE  E.  MEGER,  M.D. 

ROBERT  R.  KELLER,  M.D. 

853  SECOND  AVENUE,  S.E. 

CEDAR  RAPIDS  52403 
319/365-7535 

PRACTICE  LIMITED  TO  OPHTHALMOLOGY 


ORTHOPEDICS 


JAMES  R.  ROCHELLE,  M.D. 

715  HARMONY,  SUITE  301 
COUNCIL  BLUFFS  51503 
71 2/328-5970 

PRACTICE  LIMITED  TO  ORTHOPEDICS 


OTOLARYNGOLOGY 


DUBUQUE  OTOLARYNGOLOGY  SERVICE,  P.C. 
THOMAS  J.  BENDA,  M.D. 

JAMES  W.  WHITE,  M.D. 

CRAIG  C.  HERTHER,  M.D. 

310  NORTH  GRANDVIEW 
DUBUQUE  52001 
319/588-0506 


IOWA  HEAD  AND  NECK  ASSOCIATES,  P.C. 
ROBERT  T.  BROWN,  M.D. 

EUGENE  PETERSON,  M.D. 

RICHARD  B.  MERRICK,  M.D. 

3901  INGERSOLL 
DES  MOINES  50312 
515/274-9135 


OTO.  — HEAD  & NECK  SURGICAL 
ASSOCIATES,  P.C. 

THOMAS  A.  ERICSON,  M.D. 

STEVEN  R.  HERWIG,  D.O. 

1215  PLEASANT,  SUITE  408 
DES  MOINES  50309 
515/283-5780 
1/800/248-4443 

EAR,  NOSE  AND  THROAT  SURGERY, 
FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 


WOLFE  CLINIC,  P.C. 

MICHAEL  W.  HILL,  M.D. 

DANIEL  J.  BLUM,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1566 
WOLFE  CLINIC,  P.C. 

4800  WESTOWN  PARKWAY  REGENCY  #3 
WEST  DES  MOINES  50265 
515/223-8685 

OTOLARYNGOLOGY-HEAD  AND  NECK 
SURGERY,  FACIAL  PLASTIC  SURGERY, 
ALLERGY 


PHILLIP  A.  LINQUIST,  D.O.,  P.C. 

1000  ILLINOIS 
DES  MOINES  50314 
515/244-5225 

EAR,  NOSE  AND  THROAT  SURGERY, 
FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 


ROBERT  G.  SMITS,  M.D.,  P.C. 

MERCY  MEDICAL  PLAZA 
421  LAUREL,  SUITE  402 
DES  MOINES  50314 
515/244-8152 
1/800/622-0002 

EAR,  NOSE  AND  THROAT  SURGERY, 

FACIAL  PLASTIC  SURGERY  AND  HEAD  AND 
NECK  SURGERY 


EASTERN  IOWA  HEAD  & NECK  SURGERY,  P.C. 
JAMES  E.  SPODEN,  M.D.,  F.A.C.S. 

1030  5TH  AVENUE,  S.E.,  SUITE  2000 
CEDAR  RAPIDS  52403 
319/365-3883 


PATHOLOGY 


LABORATORY  OF  CLINICAL  MEDICINE 
ORLYN  ENGELSTAD,  M.D. 

L.  JEFF  RISSMAN,  M.D. 

1150  SIXTH  AVENUE 
DES  MOINES  50314 
515/244-5075 
CLINICAL  CHEMISTRY, 
RADIOIMMUNOASSAY, 
MICROBIOLOGY,  CYTOPATHOLOGY, 
HEMATOLOGY  AND  SURGICAL 
PATHOLOGY 


CLINICAL  LABORATORIES 

GERALD  WEDEMEYER,  M.D.,  F.C.A.P. 

819  LINCOLNWAY 

AMES  50010 

515/233-2316 

CONSULTATION  IN  LABORATORY 
MEDICINE  AND  PATHOLOGY 


PHYSICAL  MEDICINE  & 
REHABILITATION 


PHYSIATRY  ASSOCIATES 
WILLIAM  D.  DEGRAVELLES,  JR.,  M.D. 
CHARLES  F.  DENHART,  M.D. 

MARVIN  M.  HURD,  M.D. 

WILLIAM  C.  KOENIG,  JR.,  M.D. 

KAREN  KIENKER,  M.D. 

MARK  R.  WILSON,  M.D. 

YOUNKER  MEMORIAL  REHABILITATION 
CENTER 

IOWA  METHODIST  MEDICAL  CENTER 
1200  PLEASANT 
DES  MOINES  50308 


PSYCHIATRY 


CAVALLIN  AND  ASSOCIATES,  P.C. 

HECTOR  W.  CAVALLIN,  M.D. 

1301  PENNSYLVANIA,  SUITE  116 
DES  MOINES  50316 
515/265-1149 

PSYCHIATRIC  AND  PSYCHOLOGICAL  SERV- 
ICES FOR  ADULTS,  ADOLESCENTS,  CHIL- 
DREN AND  INFANTS 


PULMONARY  MEDICINE 


CHEST,  INFECTIOUS  DISEASES  & 
ASSOCIATES,  P.C. 

ROGER  T.  LIU,  M.D. 

STEVEN  G.  BERRY,  M.D. 
DONALD  L.  BURROWS,  M.D. 
MICHAEL  WITTE,  D.O. 
PULMONARY  DISEASES 
1000  SEVENTY-THIRD  STREET 
SUITE  #3,  WESTGATE  PLAZA 
DES  MOINES  50311 
24  HOUR  515/224-1777 


SURGERY 


JOHN  G.  GANSKE,  M.D. 

1301  PENNSYLVANIA,  SUITE  312 
DES  MOINES  50316 
515/266-6558 

PLASTIC,  RECONSTRUCTIVE  AND 
HAND  SURGERY 

A.  B.  GRUNDBERG,  M.D. 

1440  PLEASANT 
DES  MOINES  50309 
515/288-5759 

ORTHOPAEDIC  SURGERY,  SURGERY  OF 
THE  HAND 

PLASTIC  SURGERY  INSTITUTE,  P.C. 

JAMES  O.  STALLINGS,  M.D. 

528  UNIVAC  BUILDING 
1025  ASHWORTH  ROAD 
WEST  DES  MOINES  50265 
515/225-7107 

Telephone  answered  day  or  night 

AESTHETIC  PLASTIC  SURGERY, 
RECONSTRUCTIVE  PLASTIC  SURGERY, 
SURGERY  OF  THE  HAND, 
MICROVASCULAR  PLASTIC  SURGERY 

SINESIO  MISOL,  M.D. 

1045  FIFTH  STREET 
DES  MOINES  50314 
515/244-7272 

ORTHOPEDIC  SURGERY,  SURGERY  OF 
THE  HAND 

SURGICAL  AFFILIATES,  P.C. 

JAMES  M.  CATERINE,  M.D.,  F.A.C.S. 

C.  DAVID  SMITH,  M.D. 

KATHLEEN  L.  SMITH,  M.D. 

KENDALL  REED,  D.O.,  F.A.C.O.S. 

411  LAUREL,  SUITE  2100 
MERCY  MEDICAL  PLAZA  EAST 
DES  MOINES  50314 
515/247/3266 

GENERAL,  THORACIC,  VASCULAR  AND 
ONCOLOGIC  SURGERY 

WENDELL  DOWNING,  M.D. 

1212  PLEASANT  STREET,  SUITE  410 
DES  MOINES  50309 
515/283-5767 

DISEASES  AND  SURGERY  OF  THE  COLON 
AND  RECTUM 
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In  the  Public  Interest 


Defining  Quality 


Perhaps  the  main  issue  can  be  summed  up 
by  paraphrasing  an  old  adage.  When  it 
comes  to  medical  care,  quality  is  in  the  eye  of 
the  beholder.  This  month,  IMS  physicians 
share  their  definitions  of  quality  care. 

GARY  PEASLEY,  M.D.,  Marshalltown,  a 
urologist  for  10  years:  "Quality  medical  care 
comes  from  well-trained  physicians  who  are 
truly  interested  in  the  patient's  welfare.  I don't 
see  problems  with  quality  in  medical  com- 
munities to  which  I am  exposed.  Even  if  a 
patient  has  a complication  or  the  cost  rises, 
that  doesn't  mean  they  haven't  received  qual- 
ity medical  care.  If  it's  cost  everyone  is  worried 
about,  we  need  to  look  closer  at  such  things 
as  the  cost  of  having  certain  technologies  avail- 
able at  more  than  one  hospital." 

JOHN  SUNDERBRUCH,  M.D.,  Daven- 
port, 52  years  of  general  practice  with  surgery: 
"Once,  quality  of  care  was  measured  by  the 
physician  and  accepted  by  the  patient.  Now, 
quality  medical  care  cannot  be  defined  because 
it  is  measured  by  the  doctor,  the  patient  and 
third  party  payors.  Attempts  to  legislate  qual- 
ity are  fruitless  and  dangerous.  The  only  def- 
inition applicable  today  is  quality  care  is  what 
is  acceptable  to  individuals  delivering,  accept- 
ing or  paying  for  the  care.  If  these  parties  agree, 
it  is  utopia." 

RIZWAN  SHAH,  M.D.,  Des  Moines  pe- 
diatrician: "The  essential  components  are  pre- 
vention strategies  and  education  of  the  public 
about  unhealthy  lifestyle  choices,  developing 
and  implementing  standards  of  care  through 
quality  assurance  and  peer  review  and  bring- 
ing the  cost  of  care  within  the  reach  of  the 
public,  especially  the  elderly  and  children. 
Without  all  these  components,  we  cannot  pro- 
vide quality  care." 

SAMUEL  PORTER,  M.D.,  Mason  City, 
retired  surgeon:  "Perception  of  quality  medi- 
cal care  comes  from  the  patient,  the  family, 


the  purchaser,  the  provider,  the  insurer,  the 
regulating  agency  and  the  community.  The  di- 
mensions of  that  perception  include  availabil- 
ity, accessibility,  effectiveness,  continuity  and 
compassion.  All  these  elements  must  be  con- 
sidered." 

PAUL  ROHLF,  M.D.,  Davenport,  a urol- 
ogist for  19  years:  "In  peer  review,  I consider 
these  questions  . . . Was  a problem  clearly 
identified?  Was  there  a logical  treatment  plan? 
Was  there  reasonable  expectation  that  poten- 
tial benefits  of  treatment  outweighed  risks  of 
treatment  or  no  treatment?  Was  the  patient 
adequately  informed?  Was  the  care  timely, 
reasonable  and  in  an  appropriate  setting?  Was 
there  concern  for  the  patient's  welfare?  Would 
the  care  have  been  acceptable  to  me  if  the  pa- 
tient had  been  me  or  a member  of  my  family? 
The  final  question  is  the  most  important." 

WILLIAM  MCMILLAN,  M.D.,  Ottumwa, 
otolaryngologist  for  10  years:  "Quality  medical 
care  is  the  degree  of  worth  of  what  a physician 
does  for  a patient.  The  diagnosis  and  treat- 
ment must  be  well-thought  out,  technically 
correct  and  conscientiously  applied.  Aggres- 
siveness of  remedy  must  be  determined  by  a 
well-informed  patient.  It  should  be  curative 
when  possible  and  comforting  when  not.  The 
measure  of  quality  comes  with  understanding 
and  fairly  applying  one's  medical  ability." 

LOUIS  BANITT,  M.D.,  Ames,  internal 
medicine:  "The  hallmark  of  quality  in  medical 
care  is  excellence  in  cognitive  and  technical 
skills  associated  with  high  value  and  cost  ef- 
fectiveness provided  in  a setting  of  care  and 
compassion." 
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Daniel  M.  Youngblade,  M.D 

President's  Privilege 


What's  In  It  For  You? 


People  in  the  marketing  field  understand 
any  effective  advertising  campaign  must 
answer  one  basic  question  for  consumers  — 
What's  in  it  for  Me?  I'm  sure  this  theory  also 
applies  to  Iowa  physicians  and  organized 
medicine. 

Why  do  Iowa  physicians  need  organized 
medicine?  What's  in  it  for  them?  If  you  will 
take  a look  at  the  special  inserts  in  this 
month's  iowa  medicine ; you'll  have  an  an- 
swer to  those  questions. 

Health  care  delivery  is  changing  more 
rapidly  than  any  of  us  envisioned  when  we 
began  practice.  We  are  seeing  unbelievable 
high  tech  activity,  old  diseases  with  new- 
found causes  and  altered  treatment  and  new 
diseases  with  unknown  treatment  and  ques- 
tionable final  outcome.  We  must  cope  with  in- 
creasing intrusion  of  third  party  payors,  gov- 
ernment agencies  and  regulatory  bodies.  We 
have  seen  the  physician/patient  relationship 
undergo  a radical  transformation. 

We  need  the  IMS  to  help  us  respond  to 
changes  in  our  practice  environment  and  to 
speak  on  our  behalf.  In  this  era  of  upheaval, 
it  is  vital  we  speak  with  one  strong  voice. 
Some  returns  on  our  dues  investment  are  in- 
direct and  difficult  to  measure,  but  in  many 
instances  the  benefits  are  visible.  I firmly  be- 
lieve without  the  Society's  Medicare  Partners 
program,  we  would  have  mandatory  Medi- 


care assignment  in  Iowa.  This  alone  justifies 
my  dues  investment.  Please  read  the  en- 
closed inserts  to  learn  more  about  what  the 
IMS  is  doing  for  you. 

The  nature  of  physicians  seems  to  dic- 
tate our  ''aggressive  personal  response"  to 
any  questioning  of  our  style  of  medical  prac- 
tice. Whether  it  be  a patient  confrontation,  a 
medical  staff  inquiry,  a PRO  review  or  legal 
action,  we  all  take  exception  to  the  sugge- 
tion  of  mismanagement  or  wrongdoing. 

Today,  parties  outside  the  medical 
profession  are  finding  all  sorts  of  ways  to  re- 
view physician  competence.  This  review  is 
being  done  from  time  of  licensure  on 
through  our  careers.  Though  there  are  legal 
means  such  as  hospital  "fair  hearings"  for 
physicians  to  counter  adverse  judgments, 
we  face  strict  regulatory  activities  by  state 
and  federal  government,  PROs  and  third 
party  payors. 

See  inside  for  a feature  article  on  the 
changing  face  of  doctor  discipline. 


President 
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Cover  Stories 
Doctors  and  Discipline 


Twenty  Years  of  Doctor 
Discipline:  Iowa  Style,  Mayo 
Style  and  Minneapolis  Style 


MICHAEL  MYERS 
Minneapolis,  Minnesota 


The  author  traces  the  evolution  of 
doctor  discipline  from  a profession- 
ally-governed  code  of  ethics  to  a po- 
litically-inspired codification  of  cost- 
cutting efforts. 


AS  A HEALTH  LAWYER,  HOSPITAL  CEO  and 
hospital  trustee  over  the  past  20  years, 

I have  come  to  conclude  Scott  Peck  was  cor- 
rect when,  in  the  first  sentence  of  his  book 
The  Road  Less  Traveled,  he  asserted  "Life  is 
difficult  ..."  and  "discipline"  is  the  essen- 
tial ingredient  for  dealing  with  it.  T.  H.  Hux- 
ley was  also  right  when  he  observed  "Na- 
ture never  overlooks  a mistake  or  makes  the 
smallest  allowance  for  ignorance." 

I have  also  observed  that: 

• Life  for  physicians  in  1988  appears  to 
be  more  "difficult,"  or  less  satisfying  than 
in,  say  1969. 

• There  exists  ample  opportunity  for 
physician  "discipline"  through  the  multitude 
of  statutory,  accreditation  and  institutional 
policies,  rules  and  regulations. 


Mr.  Myers  is  president  and  CEO  of  the  Riverside  Medical  Center 
in  Minneapolis. 


• There  exists  evidence  of  widespread 
ignorance  regarding  the  causal  relationship 
between  the  integrity  of  the  medical  profes- 
sion and  the  quality  of  patient  care. 

I have  further  concluded  the  approach 
to  doctor  discipline  changes  markedly  in 
terms  of  time  and  space.  These  changes 
have  shifted  the  monitoring  of  medical  prac- 
tice from  a professionally-governed  code  of 
ethics  to  a politically-inspired  codification  of 
efforts  to  stem  the  cost  of  health  care. 

The  following  abbreviated  accounts  of 
true  situations  illustrate  the  evolution  in  doc- 
tor discipline  to  which  I refer  . . . 

Sioux  City,  1969.  Client:  St.  Joseph 
Mercy  Hospital  of  Dubuque,  with  hospitals 
in  Sioux  City,  Waverly,  Cresco,  Mason  City, 
Dubuque  and  Clinton.  Preliminary  copy  of 
Joint  Commission  "model"  medical  staff  by- 
laws, rules  and  regulations  obtained.  Sioux 
City  bylaws  require  updating  for  scheduled 
JCAH  accreditation  survey.  An  offending 
provision  stands  out:  "As  a condition  to  ob- 
taining Medical  Staff  membership,  the  appli- 
cant must  first  be  a member  of  the  Wood- 
bury County  Medical  Society."  Federal 
Court  had  rendered  such  a requirement 
void.  Medical  staff  membership  and  privi- 
leges shall  be  granted  by  boards  of  trustees, 
not  medical  societies,  and  "aggrieved  physi- 
cians" shall  be  afforded  elaborate  due  proc- 
ess. The  model  bylaws,  rules  and  regula- 
tions are  substantially  edited  to  reflect 
hospital  and  physician  indignation  toward 
the  Commission's  intrusion  into  private 
medicine. 
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Doctor  discipline.  On  paper.  Not  in  spirit. 
The  profession  is  intact. 

Lawyers  Enter  Hospital  Board  Room, 
1977.  Somewhere  in  upper  midwest.  Ortho- 
paedists in  department  of  surgery  express 
concern  regarding  "pattern"  of  cervical  and 
lumbar  spine  surgery  being  performed  by 
neurosurgeon.  Privileges  restricted.  Appeal 
to  Board  of  Trustees.  Lawyers  engaged.  For- 
mal hearing  in  hospital  board  room,  court 
reporters,  transcripts,  et  al. 

Doctor  discipline.  On  paper,  with  signs  of 
implementation.  The  profession  is  concerned,  hut 
intact. 

St.  Mary's  Hospital,  Rochester,  Minne- 
sota, 1981.  Closed  medical  staff.  Mayo  Clinic 
physicians  only.  Joint  Commission  visit 


' There  exists  ample  opportunity 
for  physician  discipline  through 
the  multitude  of  statutory , ac- 
creditation and  institutional  poli- 
cies, rules  and  regulations / 


scheduled.  Some  language  in  medical  staff 
bylaws  appears  missing.  Role  of  board  less 
clear.  Role  of  Mayo  appears  to  be  at  odds 
with  manual.  Joint  Commission  bends.  Peer 
review  among  Mayo's  "800  vice  presidents" 
doesn't  follow  the  book,  but  judged  stronger 
than  community-hospital  open-staff  style. 
Mayo  Medical  Center  is  "physician-driven." 

Doctor  Discipline.  Soft  on  paper.  Hard  in 
practice.  In  Rochester,  the  profession  is  intact. 

Riverside  Medical  Center,  Minneapolis, 
1987.  St.  Mary's  and  Fairview  form  joint- 
ventured  Riverside  Medical  Center.  "HMO- 
Land."  Managed  care  and  discounts.  Physi- 
cian incomes  down.  Hospitals  merging  for 
survival.  Physicians  caught  in  "sued-if-you- 
don't-discounted-if-you-do"  squeeze.  Fail  to 
order  the  test  and  the  plaintiff's  lawyer  is 
waiting.  Order  the  test  and  the  utilization 
review  committee  raises  concern  regarding  a 
"troubled  physician"  pattern.  Any  hospital 
"action"  regarding  staff  membership  or  priv- 
ileges must  be  reported  to  the  Hennepin 
County  Medical  Society  and  the  State  Board 
of  Medical  Examiners;  Minnesota  Legislature 
enacts  broad  doctor  "squeal  law."  Physician 
practice  profiles  developed  by  payors. 


Doctor  discipline.  On  paper  after  paper. 

Spirit  bent,  but  not  broken.  The  profession  is  in- 
tact, but  shredded. 

Thus,  as  we  trace  doctor  discipline  from 
a dining  room  at  the  Sioux  City  Country 
Club  to  the  board  room  of  an  Iowa  hospital, 
through  the  insularity  of  the  Mayo 
Clinic  and  finally  to  the  doorstep  of  the  Min- 
nesota legislature,  it  becomes  clear  that 
thoughtful  health  policy-makers  should  re- 
flect upon  the  condition  of  the  medical 
profession  in  1988  and  its  role  with  respect 
to  doctor  discipline.  Although  there  may  ex- 
ist a level  of  indifference  about  whether  the 
medical  professional  is  better  off  today  than 
a decade  ago,  there  should  be  concern  about 
whether  the  patient  is  better  off  today  than  a 
decade  ago. 

In  pondering  this  question,  policy-mak- 
ers should  recognize  there  exists  a vested 
economic  interest  among  government,  the 
legal  profession,  third-party  payors  and  peer 
review  boards  to  make  certain  doctor  disci- 
pline does  not  return  to  the  era  of  a profes- 
sionally-governed code  of  ethics.  Too  many 
jobs  would  be  lost. 

BME  Emphasizes  Concern 
for  Public's  Welfare 


The  author,  executive  director  of  the 
Iowa  State  Board  of  Medicial  Exam- 
iners, discusses  the  Board's  purpose 
and  how  it  goes  about  accomplishing 
that  purpose. 


THE  IOWA  BOARD  OF  MEDICAL  EXAMINERS  is 
the  state  agency  which  regulates  physi- 
cians through  the  licensure  and  disciplinary 
processes.  In  recent  years  increasing  concern 
has  been  expressed  by  the  public,  press,  leg- 
islature and  the  medical  community  itself  for 
state  boards  to  more  fully  investigate  and 
appropriately  respond  to  problem  physi- 
cians. The  problems  that  bring  physicians 
within  the  jurisdiction  of  the  Board  are  var- 
ied. They  include  but  are  not  limited  to,  al- 

(Please  turn  to  page  522) 
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cohol  and  drug  abuse,  dishonesty,  abuse  of 
patients,  drug  diversion,  fraud  and  incompe- 
tency. 

Complaints  against  physicians  are  re- 
ceived from  a number  of  sources  including 
patients,  physicians,  nurses,  hospitals,  other 
state  boards  and  the  Iowa  Commissioner  of 
Insurance.  Some  complaints  are  made  pur- 
suant to  a mandatory  reporting  duty.  Iowa 
physicians  must  report  colleagues  when  they 


'The  Iowa  Board  has  increased 
its  scrutiny  of  applicants  for  li- 
censure, although  the  Board  is 
mindful  and  sensitive  of  the 
need  to  allow  qualified  physi- 
cians the  opportunity  to  serve 
lowans  without  unnecessary  red 
tape. ' 


have  knowledge  of  violation  of  the  Practice 
Act  by  another  physician.  Hospitals  must  re- 
port limitations  on  hospital  privileges  im- 
posed on  a physician  by  its  board  of  trust- 
ees. Insurance  companies  must  report  to  the 
Insurance  Commissioner  claims  asserting 
medical  malpractice;  the  Commissioner,  by 
administrative  rule,  must  forward  to  the 
Iowa  Board  of  Medical  Examiners  this  infor- 
mation for  investigation.  Cases  involving  al- 
legations of  incompetency  may  be  referred 
to  one  or  more  of  the  4 Peer  Review  Com- 
mittees registered  with  the  Board  for  their 
expertise  and  assistance  prior  to  further 
Board  consideration. 

After  a case  is  investigated  and  re- 
viewed, it  is  eventually  presented  to  the  full 
Board.  The  full  Board  consists  of  5 M.D. 
members,  2 D.O.  members  and  2 lay  mem- 
bers. The  Board  officially  meets  approxi- 
mately every  6 weeks.  If  the  Board  feels  a 
case  does  not  justify  a formal  charge,  the  en- 
tire matter  will  remain  confidential  and  will 
be  closed,  or  closed  with  a confidential  letter 
of  warning,  when  appropriate. 

If  there  is  sufficient  evidence  to  justify  a 
formal  response,  the  Board  votes  to  approve 
a Complaint  and  Statement  of  Charges 
which  is  a public  record  and  therefore  avail- 
able and  accessible  to  the  press.  A hearing 
date  is  set  and  the  matter  proceeds  to  hear- 


ing unless  a settlement  of  the  case  is  accom- 
plished. A hearing  can  result  in  no  action 
when  the  evidence  is  insufficient  or,  if  the 
facts  proven  justify  a fine,  probation,  sus- 
pension or  revocation.  The  disposition  of 
each  case  is  tailored  to  its  specific  facts  and 
the  overriding  concern  for  the  public's  pro- 
tection. 

To  reduce  the  frequency  and  necessity 
of  licensee  discipline,  the  Board  has  recently 
emphasized  the  importance  of  licensure.  The 
Iowa  Board  has  increased  its  scrutiny  of  ap- 
plicants for  licensure,  although  the  Board  is 
mindful  and  sensitive  of  the  need  to  allow 
qualified  physicians  the  opportunity  to  serve 
lowans  without  unnecessary  red  tape. 

Background  information  on  applicants  is 
gathered,  including  but  not  limited  to,  edu- 
cation, formal  training  and  experience, 
health,  hospital  privilege  history,  prior  disci- 
plinary actions  and  medical  malpractice 
suits.  The  Board  may  request  an  interview 
with  the  applicant  prior  to  its  decision  on  li- 
censure. 

All  the  Board's  efforts,  both  in  its  licen- 
sure and  discipline  functions,  are  designed 
to  better  protect  the  public  it  serves  while 
demonstrating,  whenever  possible,  compas- 
sion for  the  physician  who  needs  help,  reha- 
bilitation or  training.  The  Board  believes 
quality  of  care  can  be  assured  and  deter- 
mined by  licensure.  Having  a license  to 
practice  medicine  in  Iowa  should  signify  the 
individual  is  a qualified  and  competent  phy- 
sician. The  Iowa  Board  of  Medical  Examiners 
will  continue  its  efforts  to  achieve  that  goal. 
— William  S.  Vanderpool,  J.D.,  Des  Moines, 
Iowa. 


AN  ACT  OF  LOVE 

Denial  that  a respected  colleague  could  be  impaired  and/or 
the  conspiracy  of  silence  that  makes  us  unwilling  to  speak 
out  allows  the  illness  of  our  impaired  colleagues  to  progress, 
sometimes  to  a fatal  outcome. 

“Blowing  the  whistle”  on  a suffering  colleague  is,  indeed, 
an  act  of  love. 

Call  us  early. 

We  can  help  confidentially. 

ASSISTANCE  PROGRAM  FOR  TROUBLED 
PHYSICIANS 
515/223-1401 

Toll-free  in  Iowa:  1/800-747-3070 

Reprinted  by  permission  from  Kansas  Medicine 
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Amado  G.  Chanco,  Jr.,  M.D. 


Questions  & Answers 


Discipline  Begins  at  Home 


The  author,  a Mason  City  surgeon  and 
chairman  of  the  IMS  Grievance  Com- 
mittee, discusses  the  purpose  of  the 
committee  and  its  role  in  physician  dis- 
cipline. 


Do  the  activities  of  the  Grievance  Committee 
have  significance  in  the  area  of  doctors  and  dis- 
cipline? 

The  committee  can  play  a role  in  this  area 
because  effective  peer  review  is  an  important 
tool  in  helping  physicians  practice  better  med- 
icine. Of  course,  there  are  some  situations  over 
which  the  committee  has  little  control  — such 
as  physicians  who  practice  poorly  from  a sci- 
entific standpoint  or  patients  who  expect  an 
ideal  situation  every  time. 

However,  it  has  been  shown  that  patient 
complaints  most  often  stem  from  a lack  of  ef- 
fective communication  with  their  physicians. 
The  major  role  of  the  committee  is  to  initiate 
and  improve  patient/physician  communica- 
tion. Most  patients  understand  they  are  not 
always  going  to  experience  a perfect  outcome. 
However,  they  do  expect  to  be  treated  by  car- 
ing, open  physicians. 

Please  outline  the  history  and  purpose  of  the 
IMS  Grievance  Committee. 


IMS  Bylaws  state  "The  Grievance  Com- 
mittee shall  investigate  and  supervise  the  eth- 
ical deportment  of  members  of  the  Society.  It 
shall  make  periodic  recommendations  for  im- 
provement of  professional  conduct,  and  shall 
prefer  and  prosecute  charges  before  the  ap- 
propriate judicial  bodies  against  any  physician 
deemed  by  the  Committee  to  be  guilty  of  un- 
professional conduct." 

The  committee  consists  of  one  physician 
member  from  each  councilor  district  of  the  IMS. 
Committee  members  serve  2-year  terms. 

What  types  of  complaints  does  the  committee 
address? 

Patient  complaints  received  by  the  com- 
mittee are  varied.  However,  when  they  are 
investigated,  most  turn  out  to  be  a product  of 
poor  physician/patient  communication. 

Sometimes  a complaint  results  from  the 
patient's  inability  to  understand  what  is  hap- 
pening despite  the  physician's  best  efforts.  At 
other  times,  the  fault  lies  with  the  physician 
who  has  not  taken  the  time  to  talk  to  the  pa- 
tient and  establish  good  rapport. 

The  committee  sometimes  receives  com- 
plaints about  fees  charged  by  physicians.  The 
committee  will  investigate  these  complaints  if 
there  appears  to  be  a communication  problem 
between  the  patient  and  physician  over  a fee. 

The  committee  also  receives  quality-of-care 
complaints.  The  committee  will  investigate 
(Please  turn  to  page  526) 
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complaints  of  this  type  when  there  is  no  threat 
of  a lawsuit  and  when  the  problem  appears  to 
stem  from  lack  of  communication  rather  than 
a poor  result. 

Once  a complaint  is  filed  with  the  committee, 
what  happens? 

Patients  who  wish  to  complain  about  the 
professional  conduct  of  an  IMS  member  phy- 
sician may  do  so  by  submitting  the  particulars 
in  writing  through  IMS  headquarters.  Griev- 
ances are  accepted  if  the  physician  in  question 
practices  in  a county  whose  medical  society 
does  not  have  a grievance  committee  or  if  the 
county  society  has  been  unable  to  resolve  the 
problem. 

Anyone  bringing  a complaint  before  the 
IMS  Grievance  Committee  is  contacted  by  the 
committee  secretary  in  writing.  The  patient  is 
asked  to  sign  a statement  indicating  legal  ac- 
tion is  neither  underway  nor  contemplated. 
The  person  is  also  asked  to  sign  a waiver  al- 
lowing the  committee  to  obtain  medical  care 
information  from  the  physician  involved. 

The  secretary  then  writes  to  the  physician 
involved.  The  physician  is  sent  a copy  of  the 
patient's  complaint  and  asked  to  reply  in  writ- 
ing to  the  committee.  Copies  of  any  pertinent 
medical  records  must  be  attached.  The  secre- 
tary collects  all  written  data  and  holds  it  until 
the  committee  meets. 

Each  complaint  is  fully  discussed  by  com- 
mittee members  and  a consensus  is  reached 
on  the  merits  or  nonmerits.  Formal  replies  are 
sent  to  the  patient  and  the  physician.  In  un- 
usual circumstances,  both  parties  may  be  asked 
to  appear  before  the  committee. 


LETTERS  TO  THE  EDITOR 

If  you  have  a comment  regarding  some- 
thing you've  read  in  iowa  medicine  or  an 
observation  on  conditions  affecting  the 
practice  of  medicine  in  Iowa,  don't  keep  it 
to  yourself.  Share  your  thoughts  in  a letter 
to  the  editor.  We'd  like  to  hear  from  you. 


Letters  to  the  Editor 

President's  Message  Praised 

Dear  Editor: 

Dr.  Youngblade's  message  in  the  Au- 
gust, 1988  iowa  medicine  regarding  dying 
patients  was  very  timely,  well  expressed  and 
thought  provoking. 

As  an  octogenarian  in  a retirement  area, 
I often  watch  the  despair  of  physicians  wres- 
tling with  this  problem.  Frustrated  M.D.s 
should  be  comforted  by  your  message  that 
they  are  not  alone  being  sorely  troubled  to 
make  a correct  decision.  — Lewis  J.  Dimsdale, 
M.D.,  FACP,  Ft.  Lauderdale,  Florida. 


TENS  Study 

Dear  Sirs: 

Recently  your  article  on  TENS  for  Post- 
Surgical  Analgesia  Following  Gastroplasty  was 
brought  to  my  attention.  In  it  the  authors 
describe  a post-operative  trial  of  TENS  for 
gastroplasty  and  conclude  that  TENS  is  not 
effective  for  this  purpose. 

Several  things  about  this  report  are  dis- 
turbing. Of  primary  clinical  discrepancy  is 
the  setting  protocol  cited  in  the  article.  In 
brief,  manually  set  single  parameter  TENS 
units  are  seldom  used  by  knowledgeable  cli- 
nicians in  the  modern  hospital  setting.  By 
selecting  a pre-set,  non-modulated  protocol 
the  patients  in  the  study  were  assured  of  ac- 
commodation to  this  stimulation,  resulting 
very  quickly  in  diminished  efficacy.  Enlight- 
ened TENS  practitioners  have  known  for 
several  years  that  successful  blocking  of 
chronic  or  acute  pain  over  the  long  term  re- 
quires modulated  parameters 

Secondly,  a discrepancy  in  the  study 
and  ''control''  group  is  clearly  shown  when 
pointing  out  that  their  post-operative  medi- 
cation varied.  While  the  non-TENS  group  re- 
ceived routine  injections  of  Demerol  100  mg, 
the  TENS  group  received  Demerol  75  mg 
and  Vistaril  in  combination.  This  fact  alone 
is  enough  to  refute  the  findings  of  the 
study. 
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In  addition,  it  is  stated  in  the  report  that 
the  TENS  group  had  more  x-ray  confirmed 
pulmonary  complications  than  the  non- 
TENS  group.  When  assessing  the  validity  of 
this  claim  it  is  necessary  to  consider  the 
smooth  muscle  relaxation  effects  of  Demerol- 
Vistaril  combined.  Since  a reduction  in  post- 
operative atelectasis  is  highly  dependent  on 
the  patients  ability  to  cough  effectively,  the 
CNS  suppressive  role  of  Vistaril  is  no  doubt 
a factor.  This  same  mechanism  may  come 
into  account  when  reviewing  the  post-opera- 
tive ileus  occurrences  in  these  patients. 

Finally,  it  is  pointed  out  in  the  article 
that  electrode  spacing  was  not  a major  con- 
sideration in  this  study  and  that  perhaps 
moving  the  electrodes  closer  together  might 
result  in  deeper  stimulation.  This  statement 
is  completely  erroneous.  It  is  only  by  spac- 
ing electrode  pads  at  greater  distances  that 
deeper  afferent  nerve  stimulation  is  achieved 


using  TENS.  In  the  case  of  gastroplasty, 
much  of  the  post-operative  discomfort  is 
presumably  from  the  deep  facia,  secondary 
to  incision  and  retraction.  Therefore,  it  is 
critical  that  successful  TENS  treatment  of 
this  post-operative  state  is  performed  with 
the  correct  target  in  mind.  From  the  sound 
of  this  study,  little  more  than  epidermal  pain 
control  could  have  been  expected,  hardly  the 
major  objective  in  such  treatment. 

Correctly  used,  TENS  may  be  one  of  the 
most  important  post-operative  discomfort  in- 
tervention methods  available  to  us  today.  In- 
correctly used,  TENS  may  as  well  be  com- 
pared to  topical  application  of  drugs 
intended  for  intermuscular  or  intravenous 
administration.  Quite  frankly,  there  can  be 
very  little  validity  attributed  to  this  study.  — 
/.  R.  Jones,  PA,  Vice  President/Director  of  Medi- 
cal Research  and  Development,  Physio  Tronics 
Medical  Products,  Wichita,  Kansas. 


Just  as  the  human  heart  controls  the  functions  of  the  body, 

effective  management  is  the  heart  of  an  efficient  medical  office 
To  make  the  heart  of  your  office  stronger,  healthier, 
give  it  a dose  of  SOFTACTICS. 


What  is/who  are  SOFTACTICS? 

A company  made  up  of  individuals  who  make  it  their  business  to  know  exactly  what  your  medical  office 
needs.  It  is  and  they  are  a professional  computer  software  firm  with  the  ability  and  equipment  to  design 
and  develop  software  that  is  among  the  most  technologically  advanced  on  the  market  today.  Software  customized 
to  fit  your  medical  office’s  special  management  requirements.  Affordable  software.  Software  that  handles 
insurance  claims,  patient  scheduling  and  billing,  general  ledger,  accounts  payable,  and  payroll  — all  fast 
and  accurately. 

For  more  information,  call  SOFTACTICS  today. 

1200  35TH  STREET 
SUITE  208 

WEST  DES  MOINES.  IOWA  50265 
(515)  224-4565 
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Avis  features  GM  cars 
Chevrolet  Beretta. 


TREAT  YOURSELF 
FOR  A CHANGE. 

Special  Avis  rates  and  discounts  for  members  of 

IOWA  MEDICAL 
SOCIETY 


You’re  always  busy 
attending  to  others. 

And  now  Avis  is  “trying 
harder”  to  attend  to  you, 
saving  you  time  as  well 
as  money,  whenever  you 
reserve  a car. 

Your  membership  entitles 
you  to  special  low  rates 
and  discounts  when  you  rent 
at  Avis  in  the  U.S.  You  can 
receive  a 10%  discount,  for 
example,  on  Avis  SuperValue 
Weekly  Rates  and  5%  off 
SuperValue  Weekend  Rates. 
You  can  also  receive  special 
daily  rates,  like  an 
intermediate-group  car  for 
just  $39  a day. 

Avis  offers  many  state-of-the- 
art  services  to  expedite  your 
rentals  and  returns  as  well. 

Avis  Rapid  ReturnSMand  Roving 


A DAY 


for  intermediate 
group  car. 


Rapid  Return,  for  example, 
are  our  “fast  and  faster” 
ways  to  return 
your  Avis 
car,  without 
waiting 
in  rental 
counter  lines. 
They’re  available  at 
many  U.S.  airport  locations 
for  charge  customers  who 
require  no  modification 
of  their  rental  charges. 

When  you  need  a rental 
car,  treat  yourself  to  Avis. 
For  information  and 
reservations,  call  Avis 
toll  free: 
1-800-331-1212 

Be  sure  to  mention  your 
Avis  Worldwide  Discount 
number:  A/A675900 


Rates  and  discounts  are  available  at  Avis  corporate  and  participating  licensee  locations  in  the  U.S.  Daily  rates  are  nondiscountable  and  not  available  at 
LaGuardia,  JFK  and  Newark  airports  or  at  Manhattan  locations  during  weekends  and  specified  holiday  periods.  Additional  per-day  surcharge  applies  in  certain 
major  metropolitan  areas  and  their  airports.  Discounts  not  applicable  on  tour  package  and  presold  rates.  Rates,  discounts  and  additional  charges  subject  to 
change  without  notice.  There  is  an  additional  per-mile  charge  for  miles  in  excess  of  the  free  mileage  allowance.  Cars  and  particular  car  groups  subject  to 
availability  and  must  be  returned  to  renting  location  or  one-way  fee  will  apply.  Refueling  service  charge,  taxes,  optional  CDW  ($9.95/day,  higher  in  certain 
locations),  PAI,  PEP  and  ALI  are  not  included.  Renter  must  meet  standard  Avis  age,  driver  and  credit  requirements.  © 1988  Wizard  Co.,  Inc. 


Primary  Splenic  Pregnancy  with 
Intraperitoneal  Bleeding  and 
Shock:  A Case  Report 


JEFFREY  K.  LARKIN,  M.D. 
DOMINADOR  M.  GARCIA,  M.D. 
ERIC  L.  PAULSON,  M.D. 

Carroll,  Iowa 

DONALD  W.  POWERS,  M.D. 
Ames,  Iowa 


The  authors  present  the  case  history  of 
a rare  splenic  pregnancy  in  a 27-year- 
old  woman. 


A 27-year-old  woman  came  to  St.  Anthony 
Regional  Hospital  by  ambulance  with  se- 
vere pleuritic  and  anterior  chest  pain  and  hy- 
potension. She  had  complained  of  chest  pain 
for  about  3 hours  at  home  and  was  having 
diarrhea  and  vomiting.  She  had  missed  a pe- 
riod about  6 weeks  prior  to  her  admission  and 
had  some  spotting  since  then.  She  has  2 live 


Drs.  Larkin  and  Paulson  are  family  practitioners  in  Carroll.  Dr.  Gar- 
cia practices  general  surgery  in  Carroll.  Dr.  Powers  is  a pathologist  in 
Ames. 


born  children  ages  7 and  5 and  one  sponta- 
neous abortion  approximately  a year  ago. 

She  had  no  palpable  blood  pressure  and 
was  barely  conscious.  Her  pulse  was  140.  She 
complained  of  severe  chest  pain.  She  had  some 
mild  abdominal  tenderness.  Chest  was  clear 
to  auscultation  and  she  had  no  murmurs.  An 
electrocardiogram  showed  a sinus  tachycardia 
with  a rate  of  140  but  it  was  otherwise  normal. 
She  underwent  fluid  resuscitation  and  her 
blood  pressure  came  up  to  the  80-90  range,  at 
which  time  she  had  an  increasingly  tender  ab- 
domen. Pelvic  examination  revealed  marked 
tenderness;  no  definite  mass  was  palpated.  Be- 
cause of  the  severity  of  her  chest  pain,  a nu- 
clear perfusion  scan  was  done.  It  was  normal 
and  surgical  consultation  was  obtained. 

Her  white  blood  count  was  21,400  with  80 
pmns,  2 bands,  16  lymphocytes,  2 monocytes. 
Her  hemoglobin  was  9.0.  Arterial  blood  gases 
were  pH  7.18,  PC02  39,  P02  214  and  HC03 
14.8  with  oxygen  running.  She  had  a positive 
serum  pregnancy  test. 

Surgical  abdominal  exploration  was  done. 
There  were  approximately  4 pints  of  blood 
noted  in  the  peritoneum.  The  pelvic  organs 
appeared  normal  with  the  exception  of  a small 
cyst  of  the  left  ovary  which  was  intact  and  was 
not  bleeding.  The  uterus  was  normal.  Further 
exploration  revealed  some  bleeding  coming 
from  the  left  upper  quadrant,  later  shown  to 


THE  IOWA  MEDICAL  FOUNDATION  HAS  DESIGNATED  THIS  ARTICLE  AS  THE  HENRY  ALBERT  SCIENTIFIC 
PRESENTATION  FOR  THE  MONTH  OF  NOVEMBER  1988 
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Figures  1 and  2.  Microscopic  exam  showing  prolif- 
erating chorionic  villi  and  trophoblastic  tissue. 


Figure  3.  Gross  specimen  superior  pole  of  spleen  with 
2 cm  cystic  structure  representing  ectopic  pregnancy. 


be  from  a cyst  on  the  superior  pole  of  the 
spleen.  Because  of  this  a splenectomy  was 
done.  The  patient  had  a total  of  7 units  of  red 
blood  cells  and  2 units  of  fresh  frozen  plasma 
transfused  prior  to,  during  and  after  the  pro- 
cedure. The  patient's  postoperative  course  was 
normal.  Postoperatively,  an  ultrasound  of  the 
uterus  was  normal;  this  appears  to  satisfy  the 
criteria  that  this  was  in  fact,  a primary  splenic 
pregnancy. 

The  pathology  specimen  confirmed  the 
diagnosis  of  ectopic  pregnancy  to  the  spleen 
with  capsular  rupture.  In  the  superior  pole  of 
the  spleen,  there  was  a cystic  structure  pro- 
truding from  the  underlying  parenchyma 
measuring  2 cm  in  diameter.  Deep  to  the  sur- 
face there  was  a protrusion  of  the  parenchyma 
into  the  cyst  with  a surface  rupture.  There  was 
regional  hemorrhage.  Microscopic  examina- 
tion showed  proliferating  chorionic  villi  and 
trophoblastic  tissue.  The  rest  of  the  splenic 
parenchyma  was  normal. 

To  our  knowledge,  there  are  only  3 other 
cases  in  the  English  literature  regarding  preg- 
nancy in  the  spleen.1-2 
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Losing  Your  Patience 
Over  Office  Management  Problems? 


MicroAge  Has  Computers  for  Medical  Management! 

MicroAge  is  committed  to  computerized  medical  solutions!  We  have  the  productivity  tools  physicians 
need  to  take  management  worries  off  their  backs:  IBM,  AT&T  Compaq,  Hewlett-Packard  and  Altos.  At 
West  Des  Moines’  MicroAge,  you'll  find  the  medical  know-how  physicians  can  depend  on  for  training, 
service  and  support. 

MicroAge  Takes  Management  Worries  Off  Your  Back! 

• Fast,  accurate  insurance  handling  • Safe,  protected  records 

• Tight  control  over  receivables  • Physician  productivity  analysis 

• Efficient  patient  scheduling  and  handling  • Rapid  print-outs  of  statements  and  charges 

• Electronic  Claims  • Comprehensive  accounting  system 

MicroAge 

“ The  Solution  Store  ” 

West  Des  Moines 

2900  University 
(Clock  Tower  Square) 

(515)  224-4005 

FREE  COMPUTER  IN  FORMAT  I ON -FOR  PHYSICIANS  ONLY! 


Please  send  me  more  information  on  how  a computerized  medical  management 
system  will  reduce  labor  costs  and  speed  up  billing.  I understand  this  request  does 


not  obligate  me  in  any  way. 
Name 

Snecialtv 

Office  Address 

City 

State 

Send  to:  MicroAge,  2900  University,  West  Des  Moines  50265 


NIH  Consensus  Development 
Statement  of  Perioperative 
Red  Cell  Transfusion 

Transfusion  of  red  cells  is  a life-saving 
measure  in  management  of  a variety  of  con- 
ditions. The  AIDS  epidemic  has  raised  the  level 
of  apprehension  regarding  transmission  of  in- 
fectious disease  by  transfusion.  Furthermore, 
there  is  new  information  about  anemia  in  the 
perioperative  period.  These  developments 
have  stimulated  reexamination  of  transfusion 
therapy. 

The  National  Institutes  of  Health,  from 
June  27-29,  1988,  held  a Consensus  Develop- 
ment Conference  on  Perioperative  Red  Cell 
Transfusion.  A consensus  panel,  drawn  from 
the  medical  profession,  blood  banking  orga- 
nizations and  the  general  public  has  released 
the  following  findings. 

Modern  surgical  and  anesthetic  practice 
has  been  guided  by  the  belief  that  a hemoglo- 
bin of  less  than  10  g/dL  or  a hematocrit  of  less 
than  30%  indicates  a need  for  perioperative 
red  cell  transfusion. 

Current  experience  suggests  most  patients 
with  hemoglobin  values  > 10  g/dL  rarely  need 
perioperative  transfusions;  those  with  acute 
anemia  and  hemoglobin  values  < 7 2/dL  more 
frequently  need  blood. 

No  single  criterion  can  replace  good  clin- 
ical judgment.  Deciding  to  transfuse  red  cells 
depends  on  clinical  assessment  of  laboratory 
data  such  as  arterial  oxygenation,  mixed  ve- 
nous oxygen  tension,  cardiac  output,  the  ox- 
ygen extraction  ratio  and  blood  volume. 

Many  physicians  and  patients  are  con- 
cerned anemia  may  increase  perioperative 
mobidity.  There  is  no  evidence  mild  to  mod- 
erate anemia  contributes  to  perioperative  mor- 
bidity. For  example,  healing  is  not  compro- 
mised by  normovolemic  anemia. 

Among  the  risks  associated  with  homol- 
ogous red  cell  transfusion  are  transmission  of 
human  hepatitis  virus,  human  immunodefi- 
ciency virus  (HIV)  and  human  T-cell  lympho- 
tropic  viruses  (HTLV-I),  cytomegalovirus  and 
rarely  other  microbial  agents  such  as  Epstein- 
Bar  virus,  babesia,  parvovirus  and  plasmodia. 
Therefore  homologous  transfusions  should  be 
kept  to  a minimum. 

Although  homologous  red  cell  transfu- 
sions are  becoming  safer,  they  are  not  substi- 


tutes for  good  surgical  and  anesthetic  tech- 
niques. Progress  in  anesthesia  has  allowed 
more  time  for  the  surgeon  to  be  fastidious  about 
hemostatis;  new  surgical  techniques  have  im- 
proved the  ability  to  control  bleeding. 

There  are  alternatives  to  homologous 
transfusions.  Among  these  are  the  use  of  au- 
tologous blood,  collected  perioperatively  and 
by  intraoperative  blood  salvage.  This  appears 
to  be  safe  in  some  applications  and  reduces 
need  for  homologous  transfusion.  In  addition, 
pharmacologic  approaches  to  reducing  the 
need  for  homologous  transfusion  are  prom- 
ising. 

For  example,  hemostatis  may  be  im- 
proved by  the  use  of  desmopressin  and  re- 
combinant erythropoietin  (r-HuEPO)  and  may 
increase  the  amount  available  for  autologous 
transfusion. 

Free,  single  copies  of  the  complete  NIH 
Consensus  Statement  on  Perioperative  Red 
Cell  Transfusion  may  be  obtained  from  the  Of- 
fice of  Medical  Applications  of  Research, 
Building  1,  Room  216,  National  Institutes  of 
Health,  9000  Rockville  Pike,  Bethesda,  Mary- 
land 20892. 


Why  Buy  Equipment  For  Your 
Practice  . . . LEASE  IT  . . . and 
Increase  Your  Profits! 

Bankers  Leasing  Company  can  help  you  real- 
ize more  profits,  through  a specially-planned 
leasing  program  designed  to  fit  your  individual 
practice  needs.  Consider  these  advantages: 

• Leasing  lets  you  retain  cash  in  your  prac- 
tice and  keep  your  working  capital  working 
for  you 

• Lease  payments  are  100%  tax  deductible, 
when  properly  qualified 

• Leased  equipment  eliminates  obsoles- 
cence, allows  you  to  always  work  with  the 
latest  equipment  to  maintain  maximum  effi- 
ciency 

There  are  many  other  advantages  in  a pro- 
fessionally-planned Bankers  Leasing  program. 
Call  or  write  for  more  information. 

Bankers  Leasing  Company 

ATTN:  Jerry  Xanders  or  Dave  Selden 
1113  Locust  Street  • Des  Moines,  Iowa  50308 
Phone:  515/243-3690  or  Iowa  toll-free:  1-800-622-8335 
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Marion  E.  Alberts,  M.D 


The  Editor  Comments 


Professional  Discipline 


The  practice  of  medicine  is  a strict  disci- 
plinarian. From  medical  studies 
throughout  the  many  years  of  service  to  our 
patients,  there  is  a discipline  unlike  that  of 
most  other  professions.  We  concern  our- 
selves with  the  innermost  problems  that  be- 
set mankind.  Our  endeavors  may  be  di- 
rected to  prevention  of  disease  and  injury, 
but  we  are  most  sought  after  when  the  pa- 
tient is  in  need  of  diagnosis  and  treatment  of 
illness  or  physical  mishap. 

Consequently,  in  many  instances  our 
services  must  be  rendered  under  unwanted 
circumstances,  circumstances  which  may 
have  personal  and  economic  impact  for  the 
patient.  Herein  lies  our  great  responsibility 
— to  serve  a need  under  adverse  conditions; 
and  we  must  be  ready  to  do  that  at  all 
times.  Unless  we  have  someone  to  “take 
call/'  it  is  an  individual  responsibility  we 
hold  every  hour  of  every  day  we  practice 
medicine.  There  is  no  compromise.  Not 
many  professions  hold  such  an  awesome  re- 
sponsibility and  we  must  meet  that  chal- 
lenge. 

Sir  William  Osier  admonished  physi- 
cians to  “live  a simple  and  temperate  life, 
that  you  may  give  all  your  powers  to  your 
profession."  There  is  a lot  of  power  in  that 
statement.  It  implies  that  we  must  love  our- 


selves. We  do  that  by  respecting  ourselves. 
We  may  have  to  recognize  our  personal 
shortcomings  and  maintain  ideals  of  which 
we  individually  approve.  By  so  doing  we 
can  live  a constructive  existence.  However, 
some  do  not  care  to  face  themselves  and 
cannot  deal  with  harsh  realities  which  often 
become  hurdles  to  be  mastered.  It  is  then 
that  one's  knowledge,  training  and  disci- 
pline is  compromised. 

Troubles  come  to  all.  They  cannot  be 
avoided.  But,  they  can  be  dealt  with  in  an 
intelligent  manner.  There  is  often  the  temp- 
tation to  deal  with  a problem  in  a manner 
which  only  compounds  the  situation.  Physi- 
cians can  rise  above  the  temptation  to  take 
drugs  or  alcohol  in  excess,  the  temptations 
of  fraud  in  dealing  with  third-party  payors 
or  the  temptation  of  antisocial  behavior.  In 
many  instances  the  physician  may  be  res- 
cued from  such  a trap  before  the  conse- 
quences become  overly  severe.  The  IMS  As- 
sistance Program  for  Troubled  Physicians  is 
a laudable  effort.  Above  that  must  be  main- 
tenance of  a professional  discipline  which  is 
purely  a controlled  behavior  resulting  from 
training  and  adherence  to  rules  of  behavior 
directed  to  moral  and  mental  improvement. 
The  loss  of  the  license  to  practice  medicine  is 
a great  price  to  pay  for  indiscretion.  — M.E.A. 
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Richard  M.  Caplan,  M.D 


CME  Notebook 


Why  An  Ethicist  Now? 


Conversing  recently  with  a senior  fac- 
ulty member,  I described  the  almost- 
completed  effort  to  hire  our  first  biomedical 
ethicist  for  the  College  of  Medicine.  My  col- 
league asked,  "Why  an  ethicist  now?"  His 
question  can  be  interpreted  variously,  de- 
pending on  which  words  receive  the  empha- 
sis. 

"Why"  — Because  we  need  someone  to 
teach  students,  house  staff,  faculty  and  prac- 
titioners the  vocabulary,  content  and  ap- 
proach of  a new  area  of  applied  ethics  that 
has  appeared  in  the  past  15  years.  The  mis- 
sion is  not  to  indoctrinate  with  rules,  right 
answers  or  descriptions  of  correct  conduct.  It 
is  to  teach  an  approach  to  analyzing  prob- 
lems, defining  terms  and  issues,  under- 
standing conflicting  values  and  developing 
morally  defensible  options  and  consequences 
from  which  a clinician  must  choose  an  ac- 
tion. The  technology  of  modern  medicine, 
from  in-vitro  fertilization  to  prolonging  life 
through  artificial  or  transplanted  organs,  and 
a myriad  other  problematic  practices  has 
brought  to  the  clinic,  the  bedside,  the  legis- 
latures and  the  courts  complex  new  ques- 
tions of  personal  values  and  social  policies. 
Further,  the  ethicist  would  consult  (not  de- 
cree) when  asked  about  real  conundrums. 
Like  other  faculty  members,  the  ethicist 
would  have  an  obligation  to  contribute  to 


Dr.  Caplan  is  Associate  Dean  for  Continuing  Medical  Education  at 
the  University  of  Iowa  College  of  Medicine. 


knowledge  through  research  and  publica- 
tion. 

"An"  — Because  there  was  money 
enough  to  hire  only  one.  The  need  warrants 
more  and  we  hope  that  may  soon  be  possi- 
ble. A number  of  medical  schools  already 
have  3-5  biomedical  ethicists. 

"Ethicist"  — An  ethicist  rather  than,  for 
example,  a pharmacologist  or  a cardiologist, 
because  in  the  other  disciplines  our  supply 
more  closely  matches  our  need.  Ethics  has 
become  so  important  a component  in  clinical 
medicine  and  biomedical  research  and  edu- 
cation that  to  omit  it  is  not  compatible  with 
an  educational  institution  that  aspires  to 
high  quality. 

"Now"  — Because  we  must  not  wait 
longer.  Living  in  a society  which  is  rapidly 
accumulating  new  knowledge,  we  must  face 
the  panoply  of  personal  and  social  chal- 
lenges and  prepare  ourselves  to  make  diffi- 
cult choices. 

This  new  discipline  will  make  its  way 
into  the  CME  arena.  It  has  already  entered 
popular  media  and  the  better  medical  jour- 
nals. At  least,  many  of  the  questions  have. 
Learning  how  to  approach  the  ethical  dilem- 
mas in  order  to  work  to  a solution  is  analo- 
gous to  learning  how  to  approach  a problem 
in  any  other  compartment  of  biomedicine. 

Our  new  biomedical  ethicist  is  Professor 
Robert  Weir.  He  is  exceedingly  well  qualified 
to  help  us.  I hope  you  may  soon  have  op- 
portunity to  meet  him. 
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Practice  Management 


Is  Your  Organization  Healthy? 


While  medical  people  often  focus  on  man- 
aging the  technical  and  service  aspects 
of  their  organization,  an  equally  important  re- 
source is  overlooked:  people. 

How  do  you  assess  the  health  of  your  hu- 
man resources?  As  consultants,  we  have  found 
critical  areas  which  should  be  assessed  in  mak- 
ing this  determination;  organization  structure, 
compensation  system,  performance  review 
system,  management  training  and  administra- 
tive system. 

Organization  Structure 

Every  organization  has  a structure, 
whether  formal  or  informal.  Most  important, 
however,  is  whether  this  structure  supports 
effective  management.  There  are  4 key  steps 
to  establishing  an  effective  organizational 
structure;  define  your  structure,  communicate 
structure  and  responsibilities  to  employees, 
assist  employees  in  working  within  this  chain- 
of-command,  and  develop  a management 
succession  plan. 

Compensation  System 

The  main  elements  in  an  effective  com- 
pensation system  are  job  descriptions  and 
compensation  plans.  Most  organizations  have 
job  descriptions.  However,  many  job  descrip- 
tions are  outdated  or  poorly  understood  by 
employees.  Often,  employees  do  not  under- 
stand how  the  job  description  relates  to  the 
compensation  system. 

The  keys  to  a successful  compensation 
plan  are  a clear  understanding  of  rewards  (i.e. 
job  description),  a compensation  philosophy, 
evaluating  competitive  position  in  regard  to 
compensation  and  effective  administration. 


This  article  was  authored  by  Bob  Burfeind,  a Consulting  Services 
Manager  with  McGladrey,  Hendrickson  and  Pullen,  Des  Moines. 


Performance  Review  System 

Often,  organizations  feel  they  have  an  ef- 
fective review  system  because  reviews  are  done 
annually.  This  is  not  a valid  indicator  of  the 
quality  of  the  performance  review  system. 

Consider  these  questions: 

• Are  employees  informed  of  perform- 
ance informally  and  formally? 

• How  often  are  employees  given  feed- 
back on  their  job  performance? 

• How  effective  are  managers  in  giving 
the  performance  feedback,  i.e.  are  they  hon- 
est; can  they  use  the  system  to  improve  per- 
formance? 

• Are  the  review  criteria  objective? 

• Do  managers  have  examples  to  support 
their  opinion? 

• Does  the  review  tie  into  the  pay  system? 

The  organization  must  assess  form  and 
process.  The  key  to  an  effective  performance 
review  system  is  management  training. 

Management  Training 

Few  organizations  invest  sufficient  train- 
ing time  in  the  following  management  fun- 
damentals; leadership  and  team  building, 
communication,  confrontation  and  problem- 
solving, handling  the  problem  employee,  giv- 
ing a performance  review,  delegating  and  mo- 
tivating. 

In  order  for  your  organization  to  fully  uti- 
lize its  human  resources,  your  managers  must 
be  strong  people  managers  as  well  as  technical 
experts. 

Administrative  System 

The  quality  of  human  resource  manage- 
ment is  indicated  by  the  thoroughness  and  con- 

(Please  turn  to  page  538) 
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trol  of  the  organization's  administrative  func- 
tion. These  questions  can  be  used  in  this 
assessment: 


O^RAFATE 

^^(sucralfate)  Tablets 


• Are  employee  files  well  organized?  Do 
they  contrain  appropriate  information? 

• Are  employment  decisions  — hiring, 
transfers,  promotions,  demotions  and  termi- 
nations — properly  documented? 

• Is  the  organization  in  compliance  with 
governmental  regulations? 

• Are  pay,  benefits,  performance  review 
or  employee  development  properly  adminis- 
tered? 

Often  professionals  want  human  re- 
sources management  without  the  proper  com- 
mitment to  the  personnel  function.  The  result 
of  this  error  is  obvious. 

Finally,  ask  yourself  this  question:  Do  you 
manage  your  human  resources  as  carefully  as 
you  manage  your  other  resources?  If  your  an- 
swer indicates  an  organizational  weakness,  you 
are  missing  tremendous  opportunity. 


PHYSICIANS 

GI^gthGY6ung  places  physicians  in  all  medical 
specialties.  Our  clients  include  hospitals,  clinics, 
group  practices,  HMO’s,  etc.  throughout  the  coun- 
try — entire  fee  paid  by  our  client  employers. 
Some  of  our  current  opportunities  include: 

FAMILY  PRACTITIONER  — $100K  + . Multi- 
specialty group  practice  in  Pacific  Northwest  re- 
sort area. 

OBSTETRICIAN/GYNECOLOGIST  to  $150K. 
New  Hampshire  opportunity  — hospital  will  set 
up  practice. 

PHYSIATRIST  — Excellent  opportunity  for  in- 
dependent contractor,  office  provided.  Assume 
med.  director  duties  in  2 yrs.  Little  competition. 

CARDIOLOGIST  to  $150K.  Large  Midwest 
clinic  operating  20  satellites. 

Completely  confidential.  For  further  information 
call  or  send  your  curriculum  vitae  to: 

GJ^thG\6ung' 

EXECUTIVE  RECRUITERS 
4530  West  77th  St.,  Minneapolis,  MN  55435 
612/831-6655  Attn:  Jeffrey  Kennedy 


BRIEF  SUMMARY 

CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  sucralfate. 

PRECAUTIONS 

Duodenal  ulcer  is  a chronic,  recurrent  disease.  While  short-term  treatment 
with  sucralfate  can  result  in  complete  healing  of  the  ulcei;  a successful  course 
of  treatment  with  sucralfate  should  not  be  expected  to  alter  the  post-healing 
frequency  or  severity  of  duodenal  ulceration. 

Drug  Interactions:  Animal  studies  have  shown  that  simultaneous  admin- 
istration of  CARAFATE  (sucralfate)  with  tetracycline,  phenytoin,  digoxin,  or 
cimetidine  will  result  in  a statistically  significant  reduction  in  the  bioavailability 
of  these  agents.  The  bioavailability  of  these  agents  may  be  restored  simply  by 
separating  the  administration  of  these  agents  from  that  of  CARAFATE  by  two 
hours.  This  interaction  appears  to  be  nonsystemic  in  origin,  presumably  result- 
ing from  these  agents  being  bound  by  CARAFATE  in  the  gastrointestinal  tract. 
The  clinical  significance  of  these  animal  studies  is  yet  to  be  defined.  However, 
because  of  the  potential  of  CARAFATE  to  alter  the  absorption  of  some  drugs 
from  the  gastrointestinal  tract,  the  separate  administration  of  CARAFATE  from 
that  of  other  agents  should  be  considered  when  alterations  in  bioavailability 
are  felt  to  be  critical  for  concomitantly  administered  drugs. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  Chronic  oral 
toxicity  studies  of  24  months'  duration  were  conducted  in  mice  and  rats  at 
doses  up  to  1 gm/kg  (12  times  the  human  dose).  There  was  no  evidence  of 
drug-related  tumorigenicity.  A reproduction  study  in  rats  at  doses  up  to  38 
times  the  human  dose  did  not  reveal  any  indication  of  fertility  impairment 
Mutagenicity  studies  were  not  conducted. 

Pregnancy:  Teratogenic  effects.  Pregnancy  Category  B.  Teratogenicity 
studies  have  been  performed  in  mice,  rats,  and  rabbits  at  doses  up  to  50  times 
the  human  dose  and  have  revealed  no  evidence  of  harm  to  the  fetus  due  to 
sucralfate.  There  are,  however,  no  adequate  and  well-controlled  studies  in 
pregnant  women.  Because  animal  reproduction  studies  are  not  always  pre- 
dictive of  human  response,  this  drug  should  be  used  during  pregnancy  only  if 
clearly  needed. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk.  Because  many  drugs  are  excreted  in  human  milk,  caution  should 
be  exercised  when  sucralfate  is  administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established. 

ADVERSE  REACTIONS 

Adverse  reactions  to  sucralfate  in  clinical  trials  were  minor  and  only  rarely  led 
to  discontinuation  of  the  drug.  In  studies  involving  over  2,500  patients  treated 
with  sucralfate,  adverse  effects  were  reported  in  121  (4.7%). 

Constipation  was  the  most  frequent  complaint  (2.2%).  Other  adverse  effects, 
reported  in  no  more  than  one  of  every  350  patients,  were  diarrhea,  nausea, 
gastric  discomfort,  indigestion,  dry  mouth,  rash,  pruritus,  back  pain,  dizziness, 
sleepiness,  and  vertigo. 

OVERDOSAGE 

There  is  no  experience  in  humans  with  overdosage.  Acute  oral  toxicity  studies 
in  animals,  however,  using  doses  up  to  1 2 gm/kg  body  weight  could  not  find  a 
lethal  dose.  Risks  associated  with  overdosage  should,  therefore,  be  minimal. 

DOSAGE  AND  ADMINISTRATION 

The  recommended  adult  oral  dosage  for  duodenal  ulcer  is  1 gm  four  times  a 
day  on  an  empty  stomach. 

Antacids  may  be  prescribed  as  needed  for  relief  of  pain  but  should  not  be 
taken  within  one-half  hour  before  or  after  sucralfate. 

While  healing  with  sucralfate  may  occur  during  the  first  week  or  two, 
treatment  should  be  continued  for  4 to  8 weeks  unless  healing  has  been 
demonstrated  by  x-ray  or  endoscopic  examination. 

HOW  SUPPLIED 

CARAFATE  (sucralfate)  1-gm  tablets  are  supplied  in  bottles  of  100  (NDC 
0088-1712-47)  and  in  Unit  Dose  Identification  Paks  of  100  (NDC  0088- 1 712-49). 
Light  pink  scored  oblong  tablets  are  embossed  with  CARAFATE  on  one  side 
and  1 71 2 bracketed  by  C's  on  the  other  Issued  1 /87 


Reference: 

1 Eliakim  R,  Ophir  M,  Rachmilewitz  D:  J Clin  Gastroenterol  1 987;9(4):395-399. 
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...but  in  every  legislative  session,  they  vote  on  nearly  250  bills  that 
determine  the  kind  of  care  you  can  provide  to  your  patients! 


Medicine's  views  on  these  important  issues  are  critical  to  ensuring  that  good  legislation  becomes  law  — and  that 
bad  legislation  doesn't.  IMP  AC  helps  make  sure  that  our  views  are  heard! 

IMP  AC  supports  legislative  candidates  whose  voting  records  and  personal  philosophies  indicate  a willingness 
to  listen  to  and  appreciate  medicine's  views.  By  supporting  IMPAC,  you'll  be  helping  to  see  that  the 
non-physicians  in  the  Legislature  continue  to  receive  the  best  medical  advice  on  legislation  which  affects  our 
patients  and  our  profession ! 


Enclosed  is  my  check  for  $100.  Please  enroll  me  as  a Sustaining  Member  of  IMPAC  and  AMPAC. 

Name  

Address 

City State Zip 

Complete  and  send  to:  IMPAC,  1001  Grand  Ave.,  West  Des  Moines,  Iowa  50265 


IOWA  MEDICAL  POLITICAL  ACTION  COMMITTEE 
1001  Grand  Avenue  / West  Des  Moines,  Iowa  / Telephone  515-223-1401 

Contributions  are  not  limited  to  the  suggested  amount.  Neither  the  AMA  nor  the  IMS  will  tavor  or  disadvantage  anyone  based  upon  the  amounts  of 
or  failure  to  make  pac  contributions.  Contributions  are  subject  to  the  limitations  of  FEC  Regulations.  (Federal  Regulations  require  this  notice.)  Paid 
for  by  the  Iowa  Medical  Political  Action  Committee,  1001  Grand  Avenue,  West  Des  Moines,  IA  50265.  Contributions  to  AMPAC  and  IMPAC  are  not 
deductible  as  charitable  contributions  for  Federal  Income  Tax  purposes. 


Medical  News/Products  and  Programs 


THE  UPJOHN  COMPANY  HAS  AN- 
NOUNCED — Cytosar-U  Sterile  Powder  (ster- 
ile cytarbine)  is  now  available  by  prescription 
in  1-  and  2-gram  vials.  The  new,  larger  vial 
sizes  are  designed  to  make  dosing  of  the  can- 
cer drug  more  convenient.  Cytosar-U  Sterile 
Powder,  a freeze-dried  preparation,  is  also 
available  in  100-  and  500-mg  dosages.  The 
product  was  originally  marketed  in  1969.  Cy- 
tosar-U Sterile  Powder  is  indicated  primarily 
for  induction  and  maintenance  of  remission  in 
acute  myelocytic  leukemia  of  both  adults  and 
children.  It  also  has  been  found  useful  in  the 
treatment  of  other  leukemias,  such  as  acute 
lymphocytic  leukemia,  chronic  myelocytic  leu- 
kemia (blast  phase)  and  erythroleukemia.  Cy- 
tosar-U may  be  used  alone  or  in  combination 
with  other  antineoplastic  agents;  the  best  re- 
sults are  often  obtained  with  combination  ther- 
apy. Only  physicians  experienced  in  cancer 
chemotherapy  should  use  Cytosar-U  Sterile 
Powder.  It  is  a potent  bone  marrow  suppres- 
sant, and  patients  receiving  it  must  be  moni- 
tored closely.  Frequent  platelet  and  leukocyte 
counts  and  bone  marrow  examinations  are 
mandatory. 

CONJUGATE  HIB  VACCINE  — The  U.S.  Food 
and  Drug  Administration  has  approved  the  first 
conjugate  Hib  vaccine  for  marketing.  ProHIBIT ®, 
from  Connaught  Laboratories,  Inc.,  is  indicated  for 
immunization  against  Hib  disease  in  children  18 
months  of  age  and  older.  It  replaces  previous  po- 
lysaccharide vaccines  only  effective  in  children  as 
young  as  2 years  old.  This  improvement  extends 
vaccination  to  nearly  50%  more  children  at  risk  for 
Hib  disease. 

GLUCOSE  CONTROL  — A rapid  new  tech- 
nique for  monitoring  glucose  control  in  dia- 
betic patients,  yielding  results  in  less  than  30 
minutes,  has  been  developed  by  Roche  Di- 
agnostic Systems,  Inc.,  a subsidiary  of  Hoff- 
mann-La  Roche  Inc.  Called  RoTAG®  Fructo- 
samine  Assay,  the  test  makes  use  of  a chemical 


reaction  that  detects  fructosamines  (glucose 
bound  to  protein)  in  blood  serum.  The  turn- 
around time  of  RoTAG®  assay  is  less  then  30 
minutes,  compared  with  24-48  hours  for  the 
glycated  hemoglobin  test,  HbAlc,  now  com- 
monly used  for  glucose  monitoring.  RoTAG® 
is  the  “missing  link"  between  currently  avail- 
able measurements  of  glucose  control  over  24 
hours  versus  60  to  90  days.  In  addition, 
RoTAG®  is  about  half  the  cost  of  the  glycated 
hemoglobin  test  to  the  laboratory. 

Fructosamine  levels  correlated  with  other 
measurements  of  glucose  control  such  as  gly- 
cated hemoglobin  and  fasting  blood  glucose, 
but  offer  several  advantages:  they  are  not  sub- 
ject to  the  daily  random  variations  of  plasma 
or  urine  glucose  levels  and  they  reflect  glucose 
control  over  a shorter  time  period  than  gly- 
cated hemoglobin  levels. 

TREATMENT  FOR  SERIOUS  INFECTIONS 
(UPJOHN)  — Cleocin  HCl  (clindamycin  hydro- 
chloride), an  antibiotic  for  serious,  sometimes  life- 
threatening  infections , is  now  available  by  prescrip- 
tion in  a high-dose  oral  form  — a maroon-colored 
300  mg.  capsule.  The  new  Cleocin  HCl  300  mg. 
capsules  can  achieve  blood  levels  of  the  antibiotic 
sufficient  to  combat  serious  infections  more  conve- 
niently than  the  already  available  75  mg.  and  150 
mg.  dosages.  This  will  help  efforts  to  release  patients 
from  the  hospital  eariler  to  continue  oral  antibiotic 
therapy  at  home. 

Cleocin  HCl  capsules  are  indicated  in  the  treat- 
ment of  serious  infections  caused  by  susceptible  an- 
aerobic bacteria,  as  well  as  in  the  treatment  of  se- 
rious infections  due  to  susceptible  strains  of 
streptococci,  pneumococci  and  staphylococci.  These 
serious  infections  include  pelvic  inflammatory  dis- 
ease, osteomyelitis,  diabetic  foot  and  skin  and  soft- 
tissue  infections. 

Clindamycin  has  been  associated  with  Clostrid- 
ium difficile  colitis,  as  have  other  antibiotics  (i.e., 
penicillins  — especially  ampicillin  — and  cepha- 
losporins). Use  of  this  antibiotic  should  be  reserved 
for  penicillin-allergic  patients  or  other  patients  for 
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whom  penicillin  is  inappropriate.  Physicians  should 
consider  the  suitability  of  less  toxic  alternatives. 

RUBELLA  SLIDE  TESTING  WITH  IM- 
PROVED READABILITY  — The  Virogen®  ru-  * 
bella  slide  test  is  a simple  to  run  latex  agglu- 
tination test  for  the  detection  of  rubella  virus 
antibody  in  serum.  Clear  readability  and  valid 
immune  status  is  assured  with  distinct  positive 
and  smooth  negative  reactions.  Separate  stud- 
ies have  reported  sensitivity  as  high  as  99.4% 
and  specificity  greater  than  99.9%  when  com- 
pared to  the  HAI  assay. 

Virogen®  rubella  slide  test  results  corre- 
late to  the  1:8  dilution  standard  recommended 
by  NCCLS  keeping  the  contemporary  profes- 
sional guidelines.  The  test  has  a 12-month  shelf 
life  and  is  available  in  100,  500,  3000  and  5000 
test  kits,  available  from  all  major  laboratory 
suppliers.  For  further  information  contact 
Wampole  Laboratories,  Division  of  Carter- 
Wallace,  Inc.,  Cranbury,  New  Jersey  08512, 
1/800/257-9525. 

AUTOMATED  HAND  CLEANSING  — Medi- 
Clens,  a breakthrough  fully  automated  hand-cleans- 
ing system,  is  bringing  the  most  demanding  stand- 
ards and  procedures  of  bacteriological  control  out  of 
the  surgical  suite  and  into  emergency  treatment 
rooms,  pediatric,  obstetric,  gynecological  and  other 
in-hospital  patient  care  areas.  The  basic  unit  con- 
sists of  a see-through  cabinet-like  device  into  which 
the  user  places  his  or  her  hands  through  2 inflatable 
"sleeves"  that  provide  an  effective  yet  comfortable 
water-seal.  Automatically-triggered  oscillating  jets 
of  water  combined  with  anti-bacterial  agents  deliver 
an  alternating  non-abrasive  20-second  wash  and 
rinse.  For  more  information  contact  Pacific  Bio- 
Systems  Inc.,  3440  E.  Broadway,  Phoenix,  Arizona 
85040,  1/602/437-8244. 

CDC  DEFINITIONS  FOR  NOSOCOMIAL  IN- 
FECTIONS 1988  — A new  set  of  definitions 
has  been  developed  by  the  CDC  for  surveil- 
lance of  nosocomial  infections.  The  definitions 
combine  specific  clinical  findings  with  results 
of  laboratory  and  other  tests  that  include  re- 
cent advances  in  diagnostic  technology.  The 
definitions  are  formulated  as  algorithms.  For 
certain  infections  in  which  the  clinical  or  lab- 
oratory manifestations  are  different  in  neo- 
nates and  infants  than  in  older  persons,  spe- 
cific criteria  are  included.  The  definitions 
include  criteria  for  common  nosocomial  infec- 


tions as  well  as  infections  that  occur  infre- 
quently but  have  serious  consequences.  To  or- 
der, request:  PB88-187117/KJV,  CDC  Definitions 
for  Nosocomial  Infections,  1988,  14  pp.,  $9.50, 
plus  $3  handling  charge,  from  NTIS,  Spring- 
field,  Virginia  22161,  730/487-4650. 


Recent  Books 


Worst  Pills,  Best  Pills,  1988,  Public  Citizen, 
Washington,  D.C.,  $12.00.  This  book  notes 
each  year  there  are  approximately  61,000  older 
adults  with  drug-induced  parkinsonism,  32,000 
with  hip  fractures  attributable  to  drug-induced 
falls  and  163,000  with  memory  loss  or  im- 
paired thinking  that  is  induced  or  worsened 
by  drugs.  Also,  243,000  older  adults  are  hos- 
pitalized because  of  adverse  drug  reactions  and 
hundreds  of  thousands  suffer  drug-induced 
dizziness  or  fainting.  The  book  is  printed  in 
large  type  and  the  descriptions  of  the  287  drugs 
are  grouped  according  to  the  condition  they 
are  prescribed  to  treat.  The  book  comes  with 
a drug  worksheet  for  consumers  to  complete 
with  their  doctors. 

Sang,  Luis  E.,  editor,  1988,  Gynecologic  Surgery, 
Medical  Economics  Books,  Oradell,  New  Jer- 
sey, $57.95.  Numerous  authors  from  various 
faculties  throughout  the  United  States,  Can- 
ada and  Germany  combine  to  provide  this  re- 
view of  gynecologic  surgery.  There  are  44 
chapters  divided  into  the  following  sections: 
general  surgery  and  anatomy,  vaginal  sur- 
gery, gynecologic  urologic  surgery,  infertility 
surgery,  laser  surgery  and  management  of 
complications  of  gynecologic  surgery.  The 
chapters  are  concise,  illustrated  with  excellent 
line  drawings  and  reference  materials  are  very 
adequate.  Graphics  and  typestyles  make  for 
easier  reading. 

Mishell,  Daniel  R.  and  Paul  F.  Brenner,  edi- 
tors, 1988,  Management  of  Common  Problems  in 
Obstetrics  and  Gynecology,  2nd  edition.  Medical 
Economics  Books,  Oradell,  New  Jersey,  $42.95. 
The  editors  and  contributors  of  this  text  derive 
their  knowledge  from  experience  at  the  Wom- 
en's Hospital  at  Los  Angeles  County-Univer- 
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sity  of  Southern  California  Medical  Center.  The 
experience  from  more  than  16,000  deliveries, 
4,000  gynecologic  operations  and  45,000  emer- 
gency room  visits  in  a year,  provide  a vast 
reservoir  of  clinical  experience.  Discussions  are 
concisely  written,  charts  and  tables  are  perti- 
nent and  references  are  very  adequate  to  en- 
courage further  reading. 

Rosner,  Jerome  and  Joy  Rosner,  1988,  Vision 
Therapy  in  a Primary  Care  Practice/Procedures 
Manual,  Professional  Press  Books,  New  York, 
New  York,  $40.00.  Professional  Press  Books 
announces  publication  of  a unique  text/pro- 
cedures manual  package  dealing  with  vision 


therapy.  Designed  for  the  primary  care  optome- 
trist, this  2-part  package  contains  information 
about  the  use  of  out-of-office  vision  therapy 
and  actual  outpatient  therapy  procedures  for 
the  clinical  management  of  vergence  infacility, 
accommodation  infacility,  intermittent  strabis- 
mus, amblyopia,  constant  strabismus  and  per- 
ceptual skills  dysfunction.  A systematic  easy- 
to-apply  method  is  described  that  the  optom- 
etrist can  use  without  making  significant  in- 
vestments in  office  space,  personnel,  equip- 
ment or  time.  This  book  might  be  of  interest 
to  those  physicians  who  wish  to  know  some 
of  the  approaches  to  vision  therapy  by  optom- 
etrists. 


September  1988 
Morbidity  Report 


Disease 

Sept. 

1988 

Total 

1988 

to 

Date 

1987 

to 

Date 

Most  Sept.  Cases 
Reported  From 
These  Counties 

AIDS 

7 

36 

29 

NA 

Amebiasis 

4 

16 

25 

Chickasaw,  Greene, 

Brucellosis 

0 

1 

3 

Plymouth, 

Winneshiek 

Chickenpox 

52 

6475 

7611 

Scattered 

Campylobacter 

64 

361 

316 

Scattered 

Cytomegalovirus 

2 

6 

22 

Black  Hawk,  Scott 

Eatons  Agent 
Infection 

2 

21 

46 

Johnson,  Linn 

Encephalitis,  viral 

2 

10 

9 

Johnson,  Polk 

Erythema 

lnfectiosum 

6 

113 

880 

Black  Hawk,  Buena 

Gastroenteritis 

(GIV) 

1103 

14997 

11642 

Vista,  Scott 
Scattered 

Giardiasis 

71 

293 

316 

Scattered 

Hepatitis,  A 

3 

38 

86 

Black  Hawk, 

Hepatitis,  B 

6 

72 

98 

Pottawattamie 
Dallas,  Jasper, 

Hepatitis,  Non 
A-B 

0 

13 

25 

Marion,  Polk, 
Webster 

Hepatitis 
type  unspecified 

1 

3 

5 

Polk 

Herpes  Simplex 

70 

845 

929 

Scattered 

Herpes  Zoster 

0 

0 

2 

Histoplasmosis 

2 

14 

12 

Appanoose,  Monroe 

Infectious 

mononucleosis 

12 

106 

138 

Scattered 

Influenza, 
lab  confirmed 

0 

110 

67 

Influenza-like 
illness  (URI) 

1630 

27306 

26193 

Scattered 

Disease 

Sept. 

1988 

Total 

1988 

to 

Date 

1987 

to 

Date 

Most  Sept.  Cases 
Reported  From 
These  Counties 

Legionellosis 

2 

16 

6 

Linn,  Scott 

Malaria 

0 

2 

5 

Meningitis 

aseptic 

8 

27 

59 

Scattered 

bacterial 

5 

79 

65 

Cerro  Gordo, 

meningococcal 

0 

0 

3 

Keokuk,  Linn,  Polk 

Mumps 

1 

34 

402 

Jasper 

Pertussis 

2 

22 

48 

Dubuque,  Polk 

Rabies  in  animals 

23 

138 

221 

Scattered 

Reye  Syndrome 

0 

0 

0 

Rheumatic  Fever 

0 

1 

3 

Rubella 

(German 

measles) 

0 

0 

1 

Measles 

0 

0 

0 

Salmonellosis 

41 

186 

140 

Scattered 

Shigellosis 

62 

227 

60 

Scattered 

Toxic  Shock 
Syndrome 

0 

5 

5 

Tuberculosis 
total  ill 

10 

45 

34 

Scattered 

bact.  pos. 

10 

38 

34 

Scattered 

Typhoid  Fever 

0 

0 

0 

Venereal  diseases 
Gonorrhea 

274 

1624 

2266 

Scattered 

Chlamydia 

493 

3388 

2697 

Scattered 

Syphilis 

1 

17 

24 

Woodbury 

Other  Non-Reportable  Diseases:  Lyme — 1,  Blackhawk;  1, 
Clinton;  1,  Osceola;  1,  Benton;  1,  Henry;  1,  Scott;  1, 
Wapello;  Q Fever — 1,  Dickinson;  Ureaplasma  Urealyticum 
— 1 , Blackhawk;  1 , Jefferson. 


542  / Iowa  Medicine 


Iowa  Department  of  Public  Health 


Well  Elderly  Screening  Clinics 


Well  elderly  screening  clinics  were  es- 
tablished in  Iowa  in  1976  when  clinics 
in  7 counties  and  one  city  were  funded  by  the 
Iowa  Department  of  Public  Health.  Over  the 
past  12  years,  26  counties  have  been  added 
and  there  are  plans  to  add  10-12  more  counties 
this  fall.  There  were  5,800  individuals  seen  in 
the  clinics  in  FY88.  Counties  with  Well  Elderly 
Clinics  are  Dickinson,  Palo  Alto,  Kossuth, 
Winnebago,  Worth,  Mitchell,  Howard,  Han- 
cock, Cerro  Gordo,  Pocahontas,  Wright, 
Franklin,  Woodbury,  Ida,  Sac,  Calhoun,  Ham- 
ilton, Hardin,  Black  Hawk,  Dubuque,  Mon- 
ona, Crawford,  Story,  Marshall,  Tama,  Har- 
rison, Shelby,  Polk,  Poweshiek,  Johnson,  Scott, 
Pottawattamie  and  Lee. 

The  Well  Elderly  Screening  Clinics  pro- 
vide health  assessment  and  counseling  serv- 
ices to  older  adults.  The  clinics  also  provide 
an  entry  point  into  the  health-care  system  for 
medically  underserved  older  adults.  The  goals 
of  the  clinic  include  educating  older  adults 
about  normal  aging  changes,  health-risk  fac- 
tors and  related  actions  to  minimize  these  risks, 
maintaining  adequate  eating  and  exercise  pat- 
terns and  making  a habit  of  using  health-main- 
tenance services. 

In  addition,  the  clinics  provide  informa- 
tion about  health  care,  mental  health  and  legal 
and  financial  services.  Patient  education  seeks 
to  increase  and/or  reinforce  their  ability  to 
manage  prescribed  regimes,  control  symp- 
toms and  make  adjustments  in  lifestyle 
prompted  by  chronic  health  problems.  The 
clinics  do  not  provide  medical  diagnosis  or 
medical  treatment  to  participants. 

The  clinics  are  open  to  Iowans  55  years  of 
age  and  older.  They  are  staffed  by  registered 


This  information  on  public  health  matters  is  furnished  and  spon- 
sored by  the  Iowa  Department  of  Public  Health. 


nurses  knowledgeable  of  normal  aging 
changes,  unique  health  risks  for  older  adults 
and  community  health-care  services  and  re- 
sources. Clinics  are  held  in  a variety  of  settings 
including  offices,  churches,  senior  community 
centers  and  congregate  meal  sites.  Most  coun- 
ties make  an  attempt  to  accomodate  individ- 
uals in  rural  areas  by  rotating  the  clinic  site. 
Currently,  formal  income  guidelines  or  fees 
have  not  been  set  but  donations  by  individuals 
are  encouraged. 

When  individuals  are  seen  in  the  clinic, 
the  nurse  usually  conducts  a health  assess- 
ment which  involves  completing  a compre- 
hensive health  history,  a review  of  health  hab- 
its, a physical  assessment  and  selected 
screening  tests,  e.g.,  blood  sugar,  urine  dip- 
stix,  vision  screening  and  audiometric  testing. 
A summary  of  the  findings  and  recommen- 
dations are  reviewed  by  the  nurse. 

When  a medical  problem  is  suspected,  the 
individual  is  referred  to  their  family  physician. 
If  the  individual  has  no  physician,  the  staff 
helps  find  one.  A letter  indicating  the  reason 
for  referral  is  sent  with  the  individual  or  mailed 
directly  to  the  physician.  About  30%  of  those 
seen  in  the  clinics  are  referred  to  a physician. 
Referrals  are  made  for  a variety  of  reasons  in- 
cluding elevated  blood  sugar/cholesterol  lev- 
els, suspected  breast  masses  and  vertigo  or 
heart  palpitations.  Referrals  are  also  made  for 
routine  health  maintenance  activities  such  as 
pelvic  exams.  Individuals  are  routinely  con- 
tacted by  clinic  staff  to  insure  there  is  follow- 
through  with  medical  referrrals. 

For  further  information  about  the  clinics, 
please  contact  the  Well  Elderly  Clinic  Consul- 
tant — Joyce  Bowdish,  RN,  MSN,  GNP-C;  Di- 
vision of  Family  and  Community  Health,  Iowa 
Department  of  Public  Health,  Lucas  State  Of- 
fice Building,  Des  Moines,  Iowa  50319;  515- 
281-7016. 
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Health  Care 
Coverage 
That  Wasn’t  Born 

Yesterday 

The  changes  in  health  care  and  health  coverage  in  the 
last  five  decades  have  been  tremendous.  And,  through  it 
all,  Iowa’s  Blue  Cross  and  Blue  Shield  Plans  have  set  the 
pace.  All  the  while,  we  have  worked  diligently  to  help  our 
customers  get  the  most  out  of  their  health  care  dollars,  to 
provide  excellence  in  service  and  to  give  our  members 
cost-efficient,  quality  benefits.  Like  Total  Health  Network 
of  Iowa  and  Family  Health  Plan,  our  innovative  health 
maintenance  organizations. ..ALLIANCE  Select,  our  pre- 
ferred provider  program... and  Delta  Dental  Plan  of  Iowa. 

We’ve  worked  with  the  providers  of  health  care  for  50 
years  to  assure  lowans  of  affordable,  high-quality  cover- 
age. And  you  can  be  sure  that  we’ll  be  doing  the  same  for 
another  50  years.  It’s  a tradition  we’re  proud  of... and  one 
you  can  count  on. 


Blue  Cross 
Blue  Shield 

Des  Moines /Sioux  City 


About  Iowa  Physicians 


Dr.  Randy  S.  Twito  has  joined  the  Albert  Lea 
Regional  Medical  Group,  P.A.  Dr.  Twito  re- 
ceived the  M.D.  degree  from  Mayo  Medical 
School  in  Rochester,  Minnesota  and  com- 
pleted an  orthopaedic  surgery  residency  at 
Loma  Linda  University  School  of  Medicine  in 
Los  Angeles,  California.  Dr.  Douglas  Pro- 
chaska  has  begun  family  practice  at  the  Lake 
Park  Family  Medical  Center.  Dr.  Prochaska  re- 
ceived the  M.D.  degree  from  the  University  of 
Nebraska  College  of  Medicine,  Omaha,  Ne- 
braska and  served  his  residency  in  Johnstown, 
Pennsylvania.  Dr.  David  Lindgren  has  joined 
Iowa  Lakes  Orthopaedics  in  Spirit  Lake.  Dr. 
Lindgren  received  the  M.D.  degree  at  Yale 
University  School  of  Medicine,  New  Haven, 


Connecticut  and  completed  his  residency  at 
the  University  of  Minnesota  Medical  School, 
Minneapolis,  Minnesota.  Dr.  Adel  F.  Makar 
of  the  Pediatric  and  Adolescent  Clinic  in  Ma- 
son City  has  been  elected  Fellow  of  the  Amer- 
ican Academy  of  Pediatrics.  Dr.  Robert  J.  By- 
rum, Davenport,  has  retired  after  37  years  of 
pediatric  practice.  Dr.  Byrum  received  the  M.D. 
degree  from  the  University  of  Illinois  at  Chi- 
cago Health  Sciences  Center  in  Chicago,  Illi- 
nois and  joined  the  Davenport  Pediatric  Group 
in  1951.  Dr.  Prakash  R.  Bontu,  Davenport,  has 
been  elected  Fellow  of  the  American  College 
of  Cardiology.  Dr.  Loran  Coppoc  has  joined 

(Please  turn  to  page  546) 
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MEDICAL 
SUPPLY ; INC. 


THE  LITTLE  THINGS  WE  DO  OFTEN  GO  UNNOTICED 

Our  customers  can  take  those  little  things  for  granted 
because  we  never  do.  Over  the  years  we  have  worked 
hard  to  provide  top  quality  products  and  services.  We 
are  proud  of  the  fact  that  so  many  depend  on  us  daily 
for  their  best  value  in  medical  supplies  and  equipment. 


HOME  OFFICE:  225  E PRENTISS  STREET,  IOWA  CITY,  IA  52244  (319)  337-3121 
BRANCH  OFFICE:  7212  UNIVERSITY  AVE„  DES  MOINES.  IA  50311  (515)  274-4015 
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the  staff  at  North  Tama  Medical  Clinic.  Dr. 
Coppoc  was  a surgeon  in  Ottumwa  from  1950- 
1985.  Dr.  Louis  J.  Scallon  has  joined  Dr.  Dean 
M.  Harms  and  Dr.  Daniel  J.  Vos  at  Ames 
Ophthalmology  Associates,  P.C.  Dr.  Scallon 
received  the  M.D.  degree  at  the  U.  of  I.  College 
of  Medicine  and  completed  his  residency  at 
the  Medical  College  of  Wisconsin,  Milwaukee, 
Wisconsin.  Dr.  Steven  Rosebrock  has  closed 
his  family  practice  in  Burlington.  Dr.  Rose- 
brock  moved  to  Indiana  where  he  works  as  an 
emergency  physician  in  Martinsville  and  In- 
dianapolis. Dr.  Jennifer  Niebyl  and  Dr.  Ru- 
dolph Galask  have  been  cited  in  a list  of  “The 
107  Best  Doctors  for  Women"  in  the  October 
1988  issue  of  Good  Housekeeping  magazine.  Dr. 
Niebyl  is  a specialist  in  maternal-fetal  medicine 
and  Galask  is  a specialist  in  infections,  both 
from  the  University  of  Iowa  Hospitals.  The 
magazine  polled  250  department  chairs  and 
section  chiefs  in  obstetrics  and  gynecology  at 
major  medical  centers  throughout  the  nation. 


Deaths 


Your  future  could  depend  on  it . . . 

Advantage 

Did  you  know  your  chances  of  being  disabled 
are  1 in  8 and  if  you’re  between  35-65  the 
risk  of  disability  before  retirement  is  even 
higher?  The  odds  are  1 in  2! 


The  ADVANTAGE  offers: 

• The  best  definition  of  disability  and  partial 
disability. 

• Guaranteed  continuable  for  life. 

• Up  to  15%  discount  available. 

When  was  the  last  time  you  took  a 6-month 
vacation? 


For  more  information  on  DISABILITY 
INCOME  INSURANCE  call  or  write: 

H.  Dana  Bentzinger 
100  8th  Street  S.E. 

Altoona,  Iowa  50009 
515/967-8131 


Dr.  Miles  H.  Archibald,  68,  High  Point,  died 
August  24  at  University  of  Iowa  Hospitals.  Dr. 
Archibald  received  the  M.D.  degree  from  the 
U.  of  I.  College  of  Medicine  and  served  his 
internship  at  Mound  Park  Hospital,  St.  Pe- 
tersburg, Florida.  He  was  co-founder  of  Valley 
Medical  Center  where  he  had  been  in  general 
practice  since  1961.  Dr.  Archibald  was  medical 
director  of  the  Crossing  Point  at  Fort  Madison 
Community  Hospital  and  a member  of  the  Lee 
County  Board  of  Health. 

Dr.  Everett  B.  Getty,  77,  longtime  Primghar 
physician,  died  August  15  in  a Primghar  hos- 
pital. Dr.  Getty  received  the  M.D.  degree  from 
the  U.  of  I.  College  of  Medicine  and  began 
practice  in  Primghar  in  1935.  After  practicing 
7 years,  Dr.  Getty  served  in  the  Army  until 
1946  at  which  time  he  returned  to  Primghar, 
practicing  until  his  retirement  in  1983.  He  was 
a member  of  the  Academy  of  Family  Practice 
and  a life  member  of  the  Iowa  Medical  Society. 

Dr.  James  B.  Fraser,  73,  Des  Moines,  died  Au- 
gust 30  at  his  home.  Dr.  Fraser  received  the 


M.D.  degree  from  the  U.  of  I.  College  of  Med- 
icine and  maintained  his  family  practice  in  Des 
Moines  until  his  retirement  in  1986.  He  was  a 
member  of  the  American  Heart  Association. 

Dr.  Ralph  H.  Heeren,  87,  Des  Moines,  died 
September  10  at  Karen  Acres  Nursing  Home 
in  Urbandale.  Dr.  Heeren  received  the  M.D. 
degree  at  the  U.  of  I.  College  of  Medicine  where 
he  later  founded  the  Department  of  Industrial 
Hygiene  and  served  as  professor  of  preventive 
medicine.  Dr.  Heeren  served  as  an  assistant 
hospital  epidemiologist  at  U.  of  I.  Hospitals 
and  Harvard  University,  Boston,  Massachu- 
setts and  was  an  associate  professor  of  pre- 
ventive medicine  at  Tulane  University  School 
of  Medicine  in  New  Orleans,  Louisiana.  Dr. 
Heeren  served  with  both  the  Oklahoma  and 
Iowa  Departments  of  Health.  He  retired  in  1966 
from  the  Iowa  Department  of  Health's  Divi- 
sion of  Preventable  Diseases  for  which  he 
served  as  deputy  commissioner  of  health  and 
acting  health  commissioner. 
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NORTH  IOWA  EYE  CLINIC,  P.C. 
ADDISON  W.  BROWN,  JR.,  M.D. 
MICHAEL  L.  LONG,  M.D. 
BRADLEY  L.  ISAAK,  M.D. 
RANDALL  S.  BRENTON,  M.D. 
3121  4TH  STREET,  S.W. 

P.O.  BOX  1877 
MASON  CITY  50401 
515/423-8861 


GENE  E.  MEGER,  M.D. 

ROBERT  R.  KELLER,  M.D. 

853  SECOND  AVENUE,  S.E. 

CEDAR  RAPIDS  52403 
319/365-7535 

PRACTICE  LIMITED  TO  OPHTHALMOLOGY 


ORTHOPEDICS 


JAMES  R.  ROCHELLE,  M.D. 

715  HARMONY,  SUITE  301 
COUNCIL  BLUFFS  51503 
712/328-5970 

PRACTICE  LIMITED  TO  ORTHOPEDICS 


OTOLARYNGOLOGY 


DUBUQUE  OTOLARYNGOLOGY  SERVICE,  P.C. 
THOMAS  J.  BENDA,  M.D. 

JAMES  W.  WHITE,  M.D. 

CRAIG  C.  HERTHER,  M.D. 

310  NORTH  GRANDVIEW 
DUBUQUE  52001 
319/588-0506 


IOWA  HEAD  AND  NECK  ASSOCIATES,  P.C. 
ROBERT  T.  BROWN,  M.D. 

EUGENE  PETERSON,  M.D. 

RICHARD  B.  MERRICK,  M.D. 

3901  INGERSOLL 
DES  MOINES  50312 
515/274-9135 


OTO.  — HEAD  & NECK  SURGICAL 
ASSOCIATES,  P.C. 

THOMAS  A.  ERICSON,  M.D. 

STEVEN  R.  HERWIG,  D.O. 

1215  PLEASANT,  SUITE  408 
DES  MOINES  50309 
515/283-5780 
1/800/248-4443 

EAR,  NOSE  AND  THROAT  SURGERY, 
FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 


WOLFE  CLINIC,  P.C. 

MICHAEL  W.  HILL,  M.D. 

DANIEL  J.  BLUM,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1566 
WOLFE  CLINIC,  P.C. 

4800  WESTOWN  PARKWAY  REGENCY  #3 
WEST  DES  MOINES  50265 
515/223-8685 

OTOLARYNGOLOGY-HEAD  AND  NECK 
SURGERY,  FACIAL  PLASTIC  SURGERY, 
ALLERGY 


PHILLIP  A.  LINQUIST,  D.O.,  P.C. 

1000  ILLINOIS 
DES  MOINES  50314 
515/244-5225 

EAR,  NOSE  AND  THROAT  SURGERY, 
FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 


ROBERT  G.  SMITS,  M.D.,  P.C. 

MERCY  MEDICAL  PLAZA 
421  LAUREL,  SUITE  402 
DES  MOINES  50314 
515/244-8152 
1/800/622-0002 

EAR,  NOSE  AND  THROAT  SURGERY, 

FACIAL  PLASTIC  SURGERY  AND  HEAD  AND 
NECK  SURGERY 


EASTERN  IOWA  HEAD  & NECK  SURGERY,  P.C. 
JAMES  E.  SPODEN,  M.D.,  F.A.C.S. 

1030  5TH  AVENUE,  S.E.,  SUITE  2000 
CEDAR  RAPIDS  52403 
319/365-3883 


PATHOLOGY 


LABORATORY  OF  CLINICAL  MEDICINE 
ORLYN  ENGELSTAD,  M.D. 

L.  JEFF  RISSMAN,  M.D. 

1150  SIXTH  AVENUE 
DES  MOINES  50314 
515/244-5075 
CLINICAL  CHEMISTRY, 
RADIOIMMUNOASSAY, 
MICROBIOLOGY,  CYTOPATHOLOGY, 
HEMATOLOGY  AND  SURGICAL 
PATHOLOGY 


CLINICAL  LABORATORIES 

GERALD  WEDEMEYER,  M.D.,  F.C.A.P. 

819  LINCOLNWAY 

AMES  50010 

515/233-2316 

CONSULTATION  IN  LABORATORY 
MEDICINE  AND  PATHOLOGY 


PHYSICAL  MEDICINE  & 
REHABILITATION 


PHYSIATRY  ASSOCIATES 
WILLIAM  D.  DEGRAVELLES,  JR.,  M.D. 
CHARLES  F.  DENHART,  M.D. 

MARVIN  M.  HURD,  M.D. 

WILLIAM  C.  KOENIG,  JR.,  M.D. 

KAREN  KIENKER,  M.D. 

MARK  R.  WILSON,  M.D. 

YOUNKER  MEMORIAL  REHABILITATION 
CENTER 

IOWA  METHODIST  MEDICAL  CENTER 
1200  PLEASANT 
DES  MOINES  50308 


PSYCHIATRY 


CAVALLIN  AND  ASSOCIATES,  P.C. 

HECTOR  W.  CAVALLIN,  M.D. 

1301  PENNSYLVANIA,  SUITE  116 
DES  MOINES  50316 
515/265-1149 

PSYCHIATRIC  AND  PSYCHOLOGICAL  SERV- 
ICES FOR  ADULTS,  ADOLESCENTS,  CHIL- 
DREN AND  INFANTS 


PULMONARY  MEDICINE 


CHEST,  INFECTIOUS  DISEASES  & 
ASSOCIATES,  P.C. 

ROGER  T.  LIU,  M.D. 

STEVEN  G.  BERRY,  M.D. 
DONALD  L.  BURROWS,  M.D. 
MICHAEL  WITTE,  D.O. 
PULMONARY  DISEASES 
1000  SEVENTY-THIRD  STREET 
SUITE  #3,  WESTGATE  PLAZA 
DES  MOINES  50311 
24  HOUR  515/224-1777 


SURGERY 


JOHN  G.  GANSKE,  M.D. 

1301  PENNSYLVANIA,  SUITE  312 
DES  MOINES  50316 
515/266-6558 

PLASTIC,  RECONSTRUCTIVE  AND 
HAND  SURGERY 

A.  B.  GRUNDBERG,  M.D. 

1440  PLEASANT 
DES  MOINES  50309 
515/288-5759 

ORTHOPAEDIC  SURGERY,  SURGERY  OF 
THE  HAND 

PLASTIC  SURGERY  INSTITUTE,  P.C. 

JAMES  O.  STALLINGS,  M.D. 

528  UNIVAC  BUILDING 
1025  ASHWORTH  ROAD 
WEST  DES  MOINES  50265 
515/225-7107 

Telephone  answered  day  or  night 

AESTHETIC  PLASTIC  SURGERY, 
RECONSTRUCTIVE  PLASTIC  SURGERY, 
SURGERY  OF  THE  HAND, 
MICROVASCULAR  PLASTIC  SURGERY 

SINESIO  MISOL,  M.D. 

1045  FIFTH  STREET 
DES  MOINES  50314 
515/244-7272 

ORTHOPEDIC  SURGERY,  SURGERY  OF 
THE  HAND 

SURGICAL  AFFILIATES,  P.C. 

JAMES  M.  CATERINE,  M.D.,  F.A.C.S. 

C.  DAVID  SMITH,  M.D. 

KATHLEEN  L.  SMITH,  M.D. 

KENDALL  REED,  D.O.,  F.A.C.O.S. 

411  LAUREL,  SUITE  2100 
MERCY  MEDICAL  PLAZA  EAST 
DES  MOINES  50314 
515/247/3266 

GENERAL,  THORACIC,  VASCULAR  AND 
ONCOLOGIC  SURGERY 

WENDELL  DOWNING,  M.D. 

1212  PLEASANT  STREET,  SUITE  410 
DES  MOINES  50309 
515/283-5767 

DISEASES  AND  SURGERY  OF  THE  COLON 
AND  RECTUM 
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In  the  Public  Interest 


Help  for  Troubled  Physicians 


The  stress  of  living  in  modern  society  can 
be  overwhelming,  especially  for  someone 
whose  vocation  entails  direct  responsibility  for 
human  lives. 

The  Iowa  Medical  Society  defines  a “trou- 
bled physician"  as  one  subject  to  problems  re- 
sulting from  physical  ailments  or  emotional 
stress.  The  IMS  is  concerned  about  physicians 
whose  performance  may  be  threatened  by 
abuse  of  alcohol  or  drugs,  mental  and  physical 
illness  or  senility. 

To  encourage  treatment  of  any  problem 
that  is  a threat  to  a physician's  ability,  the  IMS 
has  established  the  Assistance  Program  for 
Troubled  Physicians  (APTP).  APTP  is  a com- 
passionate, voluntary  program  through  which 
troubled  physicians  are  encouraged  to  seek 
treatment  or  rehabilitation. 

APTP,  which  is  totally  non-punitive,  is  di- 
rected by  a committee  of  physicians  knowl- 
edgeable about  conditions  which  could  lead  to 
physician  impairment.  This  committee  works 
with  physician  advocates  who  are  links  in  as- 
suring a troubled  physician  receives  appro- 
priate treatment. 

Requests  for  assistance  from  the  APTP 
usually  come  from  a troubled  physician's 
spouse,  another  family  member  or  a colleague. 
When  the  IMS  receives  a request,  the  APTP 
chairman  is  notified  immediately  and  initiates 
steps  for  contact  with  the  troubled  physician 
by  a physician  advocate.  The  physician  ad- 
vocate first  contacts  the  writer/caller  to  discuss 
the  expressed  concerns.  If  it  is  determined  there 
is  sufficient  reason  for  action,  the  physician 
advocate  arranges  to  visit  the  troubled  phy- 
sician and,  if  necessary,  others  involved. 

The  advocate  encourages  the  physician  to 
seek  help,  assists  him  or  her  in  entering  treat- 
ment and  maintains  contact  and  support. 
Throughout  the  process,  all  information  con- 


cerning a physician  receiving  assistance 
through  APTP  is  regarded  as  confidential. 

However,  under  Iowa  law,  physicians 
must  report  first  hand  knowledge  of  "acts  or 
omissions"  of  a licensed  physician  as  defined 
by  the  Board  of  Medical  Examiners  as  grounds 
for  revocation  or  suspension  of  a license.  If 
actual  impairment  is  determined  during  the 
APTP's  advocacy  process,  appropriate  referral 
will  be  made  by  the  APTP  Committee  to  the 
BME. 

The  IMS  also  recognizes  the  troubled  phy- 
sician is  not  the  only  person  affected.  When  a 
physician  is  troubled,  so  is  his  or  her  family. 
The  IMS  Auxiliary  has  established  a program 
which  offers  support  and  information  to  med- 
ical families  dealing  with  abuse  of  alcohol  or 
drugs. 

The  program  is  called  HELPLINE,  and  it 
was  developed  in  consultation  with  the  Soci- 
ety's APTP  Committee.  Physicians'  spouses 
who  have  experienced  the  illness  of  alcohol 
and  drug  dependency  have  volunteered  to 
participate  in  this  important  service.  As  soon 
as  a call  for  help  is  received,  a member  of  the 
Auxiliary's  HELPLINE  team  is  contacted.  The 
caller  receives  a response  within  30  minutes 
and  complete  confidentiality  is  assured. 

Clearly,  there  is  much  that  can  be  done 
for  troubled  physicians  and  their  families. 
There  is  certainly  no  need  for  anyone  to  suffer 
alone.  At  the  Iowa  Medical  Society,  comfort, 
hope  and  help  are  only  as  far  away  as  the 
telephone. 
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President's  Privilege 


Life  After  Work 


This  month's  issue  focuses  on  retirement, 
a subject  important  to  each  and  every 
physician  and  his  or  her  family.  Hundreds 
of  issues  confront  us  as  we  think  about  our 
financial  future  — financial  planning,  pen- 
sion funds,  life  insurance,  annuities,  collecti- 
bles, real  estate  and  management  by  a finan- 
cial planner,  investment  advisor,  stock 
broker,  bank  or  insurance  sales  person. 

A more  important  part  of  retirement 
planning  concerns  the  question  "What  do  I 
do  after  I stop  practicing?"  To  retire  now  or 
retire  later  is  only  a minor  part  of  adequate 
planning.  Retirement  could  be  as  easy  as 
slipping  into  a comfortable  pair  of  old  shoes 
and  a worn  out  sweater.  But  most  of  us 
have  lived  as  compulsive  overachievers  who 
have  never  learned  how  to  relax.  We  have 
been  committed  to  the  profession  of  medi- 
cine with  no  thought  for  anything  else. 

We  need  to  plan  in  advance  and  look 
ahead  to  help  determine  what  retirement 
will  be.  Part  time  work,  travel,  locum  te- 
nens,  a part  time  business,  sharing  knowl- 
edge gleaned  over  a lifetime  or  development 
of  a hobby,  sport  or  activity  are  possibilities 
we  must  explore  far  in  advance  so  retire- 


ment won't  be  something  we  regret.  We 
need  to  look  into  the  future  before  we  stop 
practicing  in  order  to  be  ready  for  a reward- 
ing "life  after  work." 

Help  is  available  if  we  need  it  through 
organizations  in  and  outside  organized  med- 
icine. The  AM  A placement  service,  the 
American  Association  of  Senior  Physicians, 
AARP,  Earthwatch,  Elderhostel  and 
hundreds  of  other  organizations  have  help 
available  for  planning  your  retirement. 

* * * 

Let  me  take  this  opportunity  to  wish  all 
of  you  a joyous  holiday  season  and  a re- 
warding and  fulfilling  new  year. 


Daniel  M.  Youngblade,  M.D. 

President 
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Gearing  Up  For  Retirement 


PATTY  L.  DUNKEL 
Chicago,  Illinois 


The  author  discusses  how  active  par- 
ticipation in  your  own  retirement  can 
yield  more  successful  results. 


Gearing  up  for  retirement?  Why  not 
winding  down?  Because  retirement  is 
a voluntary  career  change,  and  you  will 
want  to  prepare  for  it  with  the  same  zeal 
and  care  with  which  you  planned  your  ca- 
reer in  medicine. 

You  will  be  happiest  as  an  active  partici- 
pant rather  than  a passive  observer  in  the 
process  of  your  own  retirement.  To  be  sure, 
change  gives  rise  to  uncertainty  and  uncer- 
tainty to  anxiety.  Anticipating  the  changes 
you  will  face  will  help  you  make  decisions 
that  will  reduce  that  anxiety  and  lead  to  bet- 
ter health,  a rewarding  social  and  profes- 
sional life  and  economic  security.  Active  par- 
ticipation will  help  you  hone  your  skills  for 
coping  with  change,  not  only  in  retirement, 
but  also  during  the  rest  of  your  career  in 
medicine. 

Contemplating  retirement  is  not  easy  for 
physicians.  In  the  words  of  one  ophthamolo- 
gist,  "I  am  used  to  being  the  captain  of  the 
ship.  When  I say  jump,  people  ask,  'how 
high?'  I'm  going  to  miss  that."  Generally, 


Patty  Dunkel  is  program  director  with  the  American  Medical  As- 
sociation Department  of  Practice  Management. 


you  will  need  to  plan  for  2 kinds  of  change: 
changes  in  your  financial  situation  and 
changes  in  the  role  you  occupy  in  society, 
including  patterns  of  activities  and  relation- 
ships with  others. 

Role  Changes 

Satisfaction  in  retirement  depends  less 
on  how  active  you  are  than  on  your  ability 
to  develop  a way  of  life  that  provides  conti- 
nuity with  your  past  and  continues  to  meet 
your  long-term  needs.  Some  physicians  find 
retirement  tolerable  only  if  they  are  able  to 
find  activities  that  preserve  their  identity  as 
doctors.  Others  welcome  the  opportunity  to 
meet  their  needs  through  interests  outside  of 
their  medical  careers. 

For  example,  some  physicians  who 
found  themselves  in  the  first  category  sold 
their  practices  while  the  value  was  high  and 
are  either  working  as  an  employee  of  or  a 
partner  with  the  buyer,  at  a more  relaxed 
pace.  This  is  one  way  to  discover  whether  a 
leisurely  lifestyle  is  agreeable.  Some  who  fit 
into  the  second  category  are  managing  a va- 
riety of  small  businesses,  chronicling  local 
history,  serving  as  docents  in  museums,  de- 
veloping skills  as  artists  or  craftsmen  and 
studying  literature.  At  least  one  is  the  chief 
of  his  community's  volunteer  fire  depart- 
ment. 

Most  physicians  find  they  fall  some- 
where between  these  2 extremes.  For  exam- 
ple, one  used  his  knowledge  of  medicine 
and  the  local  medical  community  to  organize 
and  manage  the  first  home-based  hospice  in 
his  hometown. 

No  matter  where  you  fall  on  the  contin- 
uum, you  will  want  to  consider  how  you 
will  meet  your  needs  for  such  things  as 
achievement,  prestige,  helping  others  and 
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intellectual  stimulation.  Remember,  it  is  con- 
tinuity with  your  past  and  meeting  your 
long-term  needs  that  will  contribute  to  satis- 
faction with  life  and  to  your  ability  to  be  a 
valued  member  of  your  community  and  a 
good  companion  to  your  spouse,  family  and 
friends. 

One  benefit  of  retirement  is  you  will 
have  more  time  to  spend  with  your  spouse, 
who  should  be  as  closely  involved  in  your 
retirement  planning  as  is  comfortable.  You 
will  come  to  know  each  other  better  and 
find  new  ways  to  support  each  other  as  you 
discuss  your  plans  for  personal  and  profes- 
sional activities  and  various  financial  op- 
tions. While  togetherness  is  wonderful,  you 
both  should  plan  for  individual  activities, 
too.  The  old  adage  has  meaning  — you  mar- 
ried each  other  for  better  or  for  worse,  but 
not  for  lunch. 

Financial  and  Legal  Issues 

Active  anticipation  will  help  you  deter- 
mine what  to  expect  financially  and  whether 
you  will  need  to  make  changes  to  meet  your 
objectives.  In  general  you  will  want  to  have 
sufficient  income  to  maintain  the  same 
standard  of  living  after  retirement;  an  ade- 
quate return  to  your  spouse  to  maintain  that 
same  standard  for  him  or  her  after  your 
death;  medical  insurance  which,  when  com- 
bined with  Medicare,  will  pay  for  the  major- 
ity of  medical  expenses  you  may  incur;  and 
a nest  egg  for  special  needs  and  wants. 

You  may  need  the  assistance  of  advisors 
to  help  you  develop  a plan  that  meets  these 
objectives.  These  advisors  may  include  an 
attorney  who  can  draw  your  will  and  set  up 
trusts;  an  accountant  or  tax  expert  to  verify 
the  integrity  of  your  financial  records  and 
clarify  tax  implications;  a financial  planner  to 
advise  you  on  your  financial  plan;  and  bro- 
kers to  negotiate  the  purchase  and  sale  of 
your  practice,  real  estate  and  various  other 
assets  such  as  stocks  and  bonds. 

Perhaps  you  are  already  working  with 
some  of  these  professionals  — advisors 
whom  you  trust.  If  you  are  interested  in  ex- 
ploring further,  ask  your  colleagues  and 
friends  for  recommendations.  Your  banker 
may  also  be  an  excellent  source  of  referrals. 
In  any  event,  be  aware  of  any  vested  inter- 
ests your  advisors  may  have.  Some  advice 
may  be  free  because  the  person  who  offers  it 
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earns  a living  from  selling  a product  or  serv- 
ice. Even  it  you  have  professionals  in  whom 
you  have  confidence,  they  are  only  advisors. 
You  will  want  to  make  the  important  deci- 
sions yourself. 

Should  you  elect  to  sell  your  practice, 
you  should  retain  your  own  lawyer  and  ac- 
countant to  advise  you  about  the  many  legal 
and  tax  consequences  and  to  help  you  as- 
sign economic  value  to  your  practice.  While 
experienced  consultants  are  not  always  easy 
to  find,  your  state  medical  society  can  help 
you  locate  someone.  Some  physicians  have 
hired  brokers  to  effect  the  sale  of  their  prac- 
tice. Others  have  found  their  own  buyers. 

Good  financial  and  legal  planning  calls 
for  flexibility.  You  should  review  your  finan- 
cial and  legal  plans  every  6 months.  The  fi- 
nancial instruments  that  allow  you  to  contin- 
uously achieve  the  objectives  of  your  plan 
should  shift  in  relation  to  the  general  state 
of  the  economy,  changes  in  tax  laws  and 
your  financial  and  personal  needs. 

Begin  your  planning  by  preparing  a 
summary  of  your  assets  (including  the  esti- 
mated worth  of  your  practice),  liabilities,  in- 
come, expenditures,  benefits  from  retirement 
plans  and  insurance  protection.  Identify  the 
major  gaps.  Armed  with  this  information 
and  with  help  from  your  advisors  and  your 
spouse,  you  may  enjoy  planning  the  deploy- 
ment of  your  assets  to  support  your  per- 
sonal and  professional  retirement  activities. 
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Now  available  in  Iowa: 


Hyperbaric  Oxygen  Chamber 

Shortens  recovery  time  and  provides  a cost  savings  for  patients . 

Mercy  Hospital  Medical 
Center  now  offers  a hyperbaric 
oxygen  chamber  that  enables  you 
to  treat  patients  with  slow- 
healing  wounds  in  a fraction  of 
the  time  normally  required.  The 
1,000-pound  chamber  operates  on 
the  principle  that  increased  oxy- 
gen levels  enhance  and  quicken 
the  recovery  of  selected  patients. 

The  4x8  foot  cylinder  can 
be  used  to  treat  patients  who  suf- 
fer from  carbon  monoxide 
poisoning,  smoke  inhalation, 
cyanide  poisoning,  gas  gangrene, 
decompression  sickness,  respira- 
tory airway  blockages  and  will 
enhance  the  recovery  of  slow- 
healing  wounds  by  increasing  the 
amount  of  oxygen  in  the  blood. 

In  addition,  treatment 
ensures  a substantial  cost  savings  to  patients  since  their  recovery  time  is  shorter. 

Hyperbaric  oxygen  therapy  is  offered  as  a referral  and  consultation  service  only. 
While  undergoing  treatments,  patients  remain  under  the  primary  care  of  the  referring 
physician.  Out-of-town  patients  may  be  referred  to  an  appropriate  local  physician  at 
the  discretion  of  the  referring  physician. 

The  unit  is  open  seven  days  a week,  24  hours  a day.  Monitoring  capabilities  exist 
for  critically  ill  patients.  If  patients  require  emergency  transport,  Mercy's  air  ambulance 
service  — Air  Life  — is  available. 

Call  us  to  have  your  patient  evaluated.  Our  toll-free  number  is  1-800-666-3729, 
extension  3290.  We're  here  to  help. 
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Marion  E.  Alberts,  M.D. 

Questions  and  Answers 


Time  to  Plant  the  Roses 


The  author , scientific  editor  of  iowa 
medicine,  discusses  his  feelings  about  his 
recent  retirement  from  a 40-year  pe- 
diatrics practice. 


When  did  you  begin  planning  for  retirement? 
When  did  you  actually  retire? 

During  my  internship,  I had  a conference 
with  an  insurance  broker  who  convinced  me 
plans  for  retirement  should  commence  early 
in  professional  life.  That  planning  included  a 
well-rounded  insurance  program  with  cash 
value  buildup.  I was  also  a member  of  the  U.S. 
Naval  Reserves,  which  afforded  eventual  re- 
tirement benefits. 

Continued  planning,  seeking  opportuni- 
ties for  possible  retirement  activities  and  uti- 
lizing competent  financial  advisors  were  of 
great  aid  in  my  retirement  in  May,  1988,  40 
years  to  the  day  after  starting  my  internship. 

What  are  the  most  important  practical  consid- 
erations for  a physician  retiring  from  practice? 

It  is  my  firm  belief  one  must  be  realistic 
in  retirement  plans.  Life  is  not  just  another 
round  of  golf,  another  party,  another  expen- 
sive trip  to  an  exotic  island  or  moving  away 
from  the  home  when  the  children  are  raised. 

A healthy  attitude  about  life  values,  out- 
lets for  keeping  busy  and  a close  working  ar- 


rangement with  one's  spouse  can  make  the 
retirement  years  happy  ones. 

From  both  an  emotional  and  a practical  stand- 
point, what  is  the  best  thing  you  can  say  about 
retirement?  What  is  the  worst? 

I have  been  involved  in  the  pressures  of 
a time  shortage  since  I was  in  high  school.  I 
have  seldom  had  the  freedom  of  doing  what 
I wanted  to  do  without  considering  the  re- 
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straints  and  pressures  of  my  profession  (all  but 
6 years  as  a solo  pediatrician). 

In  recent  years,  the  increased  work  load 
of  a large  practice  and  the  added  business  con- 
siderations took  their  toll.  A load  has  been 
lifted  from  my  shoulders.  My  barber  said  it 
well,  “How  come  you  keep  smiling  all  the 
time?"  The  reason  I'm  smiling  is  because  I now 
have  time  to  tend  my  garden  and  enjoy  other 
things  I've  let  slide  over  the  years. 

So  far  I haven't  found  any  problems  with 
retirement  other  than  I miss  the  camaraderie 
of  hospital  rounds  and  the  laughter  (and  tears) 
of  the  many  children  I have  served. 

What  advice  would  you  give  to  physicians  who 
equate  retirement  with  being  put  out  to  pasture? 

Retirement  is  a new  beginning.  We  ad- 
vance through  several  phases  of  life  — child- 
hood, youth,  early  years  in  the  work  force,  the 
productive  years  in  our  profession  and  then 
the  ultimate  of  resting  on  our  laurels.  I feel 
many  who  do  not  retire  are  too  egotistical  about 
their  position  or  are  afraid  of  losing  stature  or 
prestige. 


Retirement  is  an  opportunity  to  embark 
on  activities  sublimated  during  the  working 
years  and  a culmination  of  a job  well  done. 
Retirement  is  what  you  want  it  to  be  — plan- 
ning ahead  is  the  keystone. 


Time  to  Smell  the  Roses 

We  started  out  together  in  1944  climbing 
a ladder.  Each  step  was  a difficult  one. 

Step  1 . . . Medical  school 
Step  2 . . . Internship 
Step  3 . . . Pediatric  residency 
Step  4 . . . Starting  a practice 
Step  5 . . . The  Top 

After  being  on  that  top  step  for  35  years, 
it  was  time  to  come  down.  The  step  down  was 
a giant  one  but  once  down  it  has  been  “great." 
When  you  see  how  hard  your  spouse  has 
worked  over  these  years  you  are  thankful  for 
every  minute  you  have  together. 

Now,  we  are  free  to  spend  time  with  our 
children  and  grandchildren  and,  most  impor- 
tant, to  share  time  with  each  other.  Yes,  it  is 
great  and  we  do  have  time  to  smell  the  roses. 
— Mrs.  Jeannette  Alberts. 


Happy  Holidays 

l/UiilUnCj,  you  g*u&  qoun,  jjoutuU&l 

Q4J&UJ,  Uc^umMA 

tlUi  ludutcuf,  i&aAo+t 
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Arsenic  Poisoning 


LAURENCE  FUORTES,  M.D. 
Iowa  City,  Iowa 


Accidental  ingestion  of  arsenic  — usu- 
ally occurring  in  children  — is  a sig- 
nificant problem.  The  author  discusses 
several  case  histories  and  suggests  ways 
the  number  of  arsenic  poisonings  could 
be  reduced. 


Arsenic  poisoning  is  a significant  problem. 

In  1984,  the  American  Association  of 
Poison  Control  Centers  reported  5,000  cases 
of  heavy  metal  ingestion.  The  most  common 
heavy  metal  involved  was  arsenic  with  1,200 
reports  of  poisoning.  Children  under  age  6 ac- 
counted for  847  of  these  cases  of  arsenic  inges- 
tion. The  vast  majority  of  these  cases  were  not 
serious.  However,  most  may  have  been  pre- 
ventable. 

Arsenic  Exposure 

Arsenic  is  a common  element  in  our  en- 
vironment and  has  many  agricultural  uses.  It 
is  used  in  herbicides,  insecticides  and  roden- 
ticides.  Arsenic  has  been  used  in  treatment  of 


Dr.  Fuortes  is  associated  with  the  Institute  of  Occupational  Health, 
Department  of  Preventive  Medicine,  University  of  Iowa  College  of  Med- 
icine, Iowa  City. 


lumber  and  may  be  released  upon  combus- 
tion. Perhaps  the  most  common  industrial  ex- 
posure to  arsenic  occurs  in  the  smelting  in- 
dustry, specifically  copper  smelting  and 
exposure  can  occur  to  arsenic  trioxide  (As203) 
or  to  arsine  gas  (AsH3).  Other  reported  routes 
to  arsenic  exposure  have  included  use  of  ho- 
meopathic medicines  and  opiates,  specifically 
in  immigrants  from  southeast  Asia,  well  water 
tainted  with  pesticides  and  ingestion  of  certain 
building  materials. 

Although  arsenic  exposure  can  occur  from 
any  of  these  sources,  those  of  greatest  clinical 
significance  are  apparent  accidental  ingestion 
— usually  in  children  — and  intentional 
administration  in  suicide  or  homicide  at- 
tempts. 

The  most  common  source  of  accidental  ar- 
senic ingestion  in  children  is  over-the-counter 
ant  poison.  Terro,  Jones  and  Cowley  ant  poi- 
sons are  all  various  concentrations  of  sodium 
arsenate  in  dextrose  solutions.  These  sweet, 
syrupy  solutions  are  as  attractive  to  toddlers 
as  they  are  to  ants  or  rodents. 

The  commonly  cited  lethal  dose  of  arsenic 
is  120  mg  elemental  arsenic,  although  there  is 
large  variability  in  clinical  response.  The  tri- 
valent  form  of  arsenic  is  more  toxic  than  the 
penta valent  form.  Organic  arsenicals  are  rel- 
atively non-toxic. 

Arsenic  poisoning  is  notoriously  difficult 
to  diagnose  due  to  the  myriad  of  constitutional 
complaints  with  which  patients  present.  In- 
formation regarding  potential  exposures  might 
be  unattainable  or  intentionally  withheld. 
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Clinical  presentations  of  arsenicalism  repre- 
sent a wide  sprectrum  largely  dependent  on 
route  of  exposure,  chemical  form  and  dosage. 

Review  of  Arsenic  Poisonings 
in  Iowa 

Chart  reviews  were  conducted  at  3 major 
Iowa  hospitals.  Nineteen  cases  of  arsenic  poi- 
soning were  identified  by  reviewing  discharge 
summaries  for  1979-1985. 

Clinical  presentations  are  presented  in  Ta- 
ble 1.  Of  19  cases,  11  were  adults  and  8 were 
children  under  10.  The  sources  of  arsenic  are 
listed  in  Table  2.  A source  was  identified  for 
5 of  the  11  adults  (suicidal  ingestion  of  pesti- 
cide) and  for  6 of  the  8 children  (accidental 
ingestions  of  pesticide).  In  each  of  the  7 adult 
cases  with  no  identifiable  arsenic  source,  at- 
tempted homicide  or  suicide  or  intentional 
dosing  for  some  secondary  gain  were  strongly 
suspected.  The  2 children  for  whom  a source 
of  arsenic  was  unknown  both  died  after  re- 
peated episodes  of  acute  illness.  Homicide  was 
suspected. 

As  shown  in  Table  3,  the  diagnosis  of  ar- 
senicalism is  often  elusive.  Each  of  the  6 adult 
cases  without  a self  evident  diagnosis  of  at- 
tempted suicide  underwent  numerous  diag- 
nostic tests  before  the  final  diagnosis  was 
reached.  Four  of  the  6 underwent  extensive 
gastroenterologic  workups  and  3 of  these  4 
underwent  laparotomies  before  the  diagnosis 
became  evident. 

Case  1:  Acute  Arsenicalism 

A 3-year-old  boy  was  found  playing  with 
a one  ounce  bottle  of  Terro  Ant  Poison.  The 
bottle  was  half  full  and  pesticide  was  noted  on 
the  child's  lips,  hands  and  clothes.  The  child 
developed  spontaneous  nausea  and  vomiting. 
In  the  emergency  room  the  child  underwent 
gastric  lavage  and  was  given  activated  char- 
coal. 

The  child  experienced  recurrent  vomiting, 
which  tested  guaiac  positive,  over  the  first  24 
hours.  As  the  quantity  ingested  was  unknown 
and  the  child  was  symptomatic,  he  was  treated 
with  Dimercaprol  3mg/Kg  every  4 hours  and 
tapered  to  every  6 hours  over  a 5-day  period. 

On  the  third  day  of  treatment  a urine  ar- 
senic level  showed  4,800  pg/liter.  This  dropped 
to  1,800  pg/liter  by  the  fourth  day  and  580  pg / 
liter  by  the  day  of  discharge.  Also  on  the  third 


TABLE  1 

CLINICAL  SYMPTOMS  AND  FINDINGS 


Adults 

Children 

Vomiting 

10/11 

6/8 

(spontaneous) 

Diarrhea 

8/11 

4/8 

Hematochezia 

4/11 

2/8 

Skin  or  Nail  Changes 

4/11 

— 

Neuropathy 

5/11 

— 

Leukopenia 

5/10 

1/8 

Anemia 

5/10 

2/8 

Eosinophilia 

3/10 

2/8 

Thrombocytopenia 

1/10 

— 

Hepatitis* 

8/11 

3/8 

Renal  Failure 

1/11 

1/8 

* (Hepatitis  for  the  purpose  of  this  study  was  defined  simply  as  trans- 
aminase elevation.  Ethanol  is  likely  to  have  been  at  least  a contributing  cause 
for  2 of  the  adults.) 


TABLE  2 

SOURCES  OF  ARSENIC 


Adults  Children 


Terra  ant  poison 
Triox 

Jones  ant  poision 
Unknown 

2/1 1 6/8 

1/11  — 

2/11  — 

6/1 1 2/8 

TABLE  3 

INITIAL  DIAGNOSES  AND  SOURCES  OF  ARSENIC  IN  ADULTS 

Case 

Initial  Diagnoses 

Source  of  Arsenic 

1 

Surgical  abdomen 

Undetermined 

2 

Post  operative  leukopenia 
Post  operative  Guillain- 
Barre 

Cholecystitis 

Subsequent  Erythro- 

Undetermined 

3 

leukemia 

Intermittent  Intestinal 

Self  administration  of  Terro 

4 

Obstruction 

Hepatitis 

Recurrent  gastritis 

Undetermined 

5 

Peptic  ulcer 

Hepatic  Encephalopathy 

Undetermined 

6 

Transient  Ischemic 

Undetermined 

7 

Attacks 

Toxic  Neuropathy 

Undetermined 

8 

Suicide  attempt 

Triox 

9 

Suicide  attempt 

Terro  ant  poison 

10 

Suicide  attempt 

Jones  ant  poison 

11 

Suicide  attempt 

Jones  ant  poison 
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day,  an  SGOT  was  slightly  elevated  at  92  I.  V./ 
liter.  The  child's  family  received  a social  serv- 
ice consultation  regarding  home  safety  and  the 
child  was  discharged  with  no  further  symp- 
toms on  the  seventh  hospital  day. 

Case  2:  Chronic  Arsenicalism 

The  second  case  had  a very  similar  pres- 
entation. A 50-year-old  warehouse  worker  was 
hospitalized  twice  in  one  year  with  episodes 
of  severe  epigastric  distress  and  volume  de- 
pletion. Upon  initial  hospitalization,  he  gave 
a history  of  a 10-day  flu  syndrome  with  re- 
peated nausea,  vomiting,  diarrhea  and  inabil- 
ity to  tolerate  food  or  liquids.  The  patient  was 
afebrile  and  showed  marked  volume  deple- 
tion. He  had  a 4- fold  transaminase  elevation 
and  minimal  alkalinephosphatase  elevation. 
The  patient  had  a low  grade  anemia  and  a 
white  count  of  5,100,  somewhat  low  for  the 
degree  of  his  distress. 

A gall  bladder  ultrasound  revealed  evi- 
dence of  “sludge”  with  no  evidence  of  stones 
or  thickening  of  the  gall  bladder  wall.  The  pa- 
tient's symptoms  and  findings  were  compat- 
ible with  biliary  colic.  He  underwent  a chole- 
cystectomy and  recuperated  uneventfully.  In 
the  next  10  months,  the  patient  was  hospital- 
ized twice  with  episodes  of  epigastric  distress, 
nausea,  vomiting,  diarrhea  and  liver  enzyme 
elevations. 

At  the  time  of  his  second  hospitalization, 
the  patient  had  profound  leukopenia,  mild 
anemia  and  absolute  eosinophilia  in  addition 
to  the  above  findings  and  symptoms.  A bone 
marrow  biopsy  was  interpreted  as  severe  dys- 
erythropoiesis  consistent  with  an  evolving 
erythroleukemia,  possible  heavy  metal  toxicity 
or  hydrocarbon  toxicity. 

In  the  ensuing  months,  the  patient's  he- 
matologic picture  normalized  without  treat- 
ment. However,  his  neuropathy  became  more 
troublesome.  A high  body  load  of  arsenic  was 
documented  by  hair  analysis  revealing  1,050 
micrograms  of  arsenic  per  100  grams  of  hair. 
(Normal  value  is  less  than  65  micrograms  per 
100  grams  of  hair.)  In  review,  this  man's  med- 
ical history  and  records  — including  the  bi- 
opsy from  his  gall  bladder  surgery  — are  most 
consistent  with  recurrent  arsenic  intoxication. 

An  investigation  performed  by  the  health 
department  included  occupational  history  for 
possible  exposures,  symptom  review  of  all  the 
patient's  co-workers  and  an  examination  of  the 


home  and  work  environment.  No  source  of 
exposure  to  arsenic  could  be  documented.  The 
findings  were  discussed  with  the  patient  and 
his  family  by  members  of  the  health  depart- 
ment and  physicians.  Subsequently,  the  case 
was  referred  to  the  local  police  criminal  inves- 
tigation division  for  further  review. 

Diagnosis 

Although  careful  inquiry  into  potential 
toxic  exposures  is  very  important,  the  expo- 
sure might  be  unknown  or  willingly  sup- 
pressed by  individuals  providing  the  history. 
Blood  levels  of  arsenic  are  often  not  helpful  in 
establishing  the  diagnosis  but  may  be  of  value 
in  guiding  chelationtherapy.  Urine  levels,  best 
taken  as  24-hour  excretions,  are  more  helpful 
in  documenting  arsenic  intoxication.  Arsenic 
loads  are  renally  excreted  at  a rate  of  approx- 
imately 70%  of  a load  in  a 24-hour  period.  If 
there  is  significant  delay  between  ingestion  and 
presentation,  toxic  levels  might  be  missed. 
Deposition  of  arsenic  in  hair  and  nails  is  help- 
ful in  documenting  arsenic  exposure.  How- 
ever, this  is  of  clinical  use  only  in  documenting 
chronic  arsenicalism  as  the  time  needed  for 
deposition  and  clinical  detection  in  hair  and 
nails  is  too  great  to  be  useful  in  documenting 
acute  intoxications.  Urine  arsenic  levels  in  ex- 
cess of  200  micrograms  per  liter  and  hair  ar- 
senic levels  in  excess  of  65  milligrams  per 
hundred  grams  are  presumptive  evidence  of 
an  increased  body  load. 

Interventions 

Accidental  poisonings,  which  used  to  oc- 
cur with  alarming  frequency,  have  been  greatly 
diminished  by  educational  campaigns  and  in- 
stitution of  child  proof  containers.  There  has 
long  been  a network  of  reporting  cases  of  sus- 
pected child  neglect,  child  abuse  or  children 
otherwise  at  risk  to  social  service  or  other  legal 
authorities.  Physicians  dealing  with  an  adult 
population  are  less  likely  to  see  accidental  toxin 
ingestions  and  should  be  aware  that  evidence 
of  toxin  ingestion  might  suggest  a patient  at 
risk  for  future  injury. 

Given  the  presumption  that  ingestions  of 
toxic  substances  by  adults  are  most  likely  to 
represent  acts  of  violence  or  intention  to  harm 
oneself,  referral  to  social  service  networks, 
mental  health  facilities  or  criminal  authorities 
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must  be  considered.  In  the  case  of  accidental 
arsenic  ingestion,  as  in  other  pediatric  acci- 
dental poisoning,  restriction  of  the  source  of 
toxin  must  be  considered.  The  most  common 
sources  of  accidental  poisonings  are  insecti- 
cides and  rodenticides.  The  sources  of  inten- 
tional poisoning  are  often  not  documented.  It 
would  seem  reasonable  that  the  insecticides 
and  rodenticides  in  question  be  sold  only  in 
amounts  sufficient  to  kill  rodents  or  ants  and 
not  in  quantities  that  would  endanger  chil- 
dren. 

It  is  suggested  by  the  author  that  the  sale 
of  arsenic  in  Iowa  be  restricted  in  quantity  and/ 
or  concentration.  It  is  expected  this  will  dras- 
tically reduce  the  number  of  serious  accidental 
poisonings  and  serious  intentional  poison- 
ings. Other  measures  to  be  considered  include 
use  of  child  proof  containers  and  some  means 
of  registered  purchase. 


References 
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The  Editor  Comments 


Business  and  Pleasure 


The  state  medical  journal  Advertising 
Bureau  sponsors  a 1-2  day  workshop 
every  2 years.  They  are  designed  to  help  ed- 
itors of  medical  journals  improve  their  man- 
agement and  editorial  skills.  In  October  I at- 
tended the  workshop  in  West  Virginia.  I 
have  served  on  the  SMJAB  Board  of  Direc- 
tors for  a number  of  years,  and  during  the 
18  years  I have  been  with  iowa  medicine 
there  have  been  tremendous  improvements 
in  the  state  medical  journals.  Editorial  styles 
have  changed,  covers  have  been  improved 
and  the  overall  value  to  the  medical  profes- 
sion has  been  enhanced.  Recent  readership 
surveys  have  shown  iowa  medicine  is  well 
received  and  for  that  we  are  pleased.  We 
shall  continue  our  efforts  to  give  our  mem- 
bers a high  quality  journal. 

As  1988  closes  we  can  look  back  on  our 
accomplishments  of  the  year.  We  have  had  a 
good  mix  of  themes  and  topics.  We  have 
used  editorial  resources  outside  the  medical 
profession.  Believe  me,  when  I talk  with 
state  medical  journal  editors  from  other 
states,  iowa  medicine  ranks  high.  Our  mem- 
bers should  be  proud. 

The  meeting  in  West  Virginia  had  a new 
twist  for  me.  I did  not  have  the  pressure  to 
get  back  to  the  office  at  a certain  time,  nor 
did  I have  last  minute  appointment  arrange- 
ments to  make  before  leaving.  In  keeping 
with  the  theme  of  this  issue  of  iowa  medi- 
cine, retirement  is  great.  We  kept  the 
wheels  rolling  and  covered  over  3000  miles 
through  10  states  before  returning  to  Des 
Moines. 


At  this  time  nature  presents  the  most 
beautiful  panorama  of  color  that  can  be 
imagined.  The  Master  Painter  presents  a 
landscape  of  colorful  foliage  mere  mortals 
would  find  difficult  to  reproduce  with  brush 
and  paint.  We  can  be  thankful  we  live  in 
such  a beautiful  country  where  we  can  expe- 
rience oceans,  lakes,  streams,  forests,  moun- 
tains and  plains  . . . each  colorful  in  its  own 
way.  A sunrise  over  the  ocean,  the  wisps  of 
smoke  from  a backwoods  dwelling  in  the 
mountains,  the  panorama  of  multi-colored 
leaves  over  a mountainside  inspires  one  to 
appreciate  life  and  the  opportunity  to  cast 
aside  the  burdens  of  many  years  of  profes- 
sional life  to  the  years  of  reward  . . . retire- 
ment. — M.E.A. 

Elected  to  SMJAB  Post 

Marion  Alberts,  M.D.,  West  Des 
Moines,  has  been  elected  vice  president  of 
the  State  Medical  Journal  Advertising  Bureau 
(SMJAB).  The  election  took  place  at  the 
SMJAB  Board  of  Directors  meeting  October 
14. 

Dr.  Alberts,  scientific  editor  of  iowa 
medicine has  served  on  the  SMJAB  Board 
since  1975. 

SMJAB  serves  as  a clearinghouse  for 
state  medical  society  advertisements.  In 
addition,  it  arranges  educational  seminars 
for  journal  editors,  focusing  on  design, 
content,  editorial  writing  and  advertise- 
ments. 
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Richard  M.  Caplan,  M.D 


CME  Notebook 


Of  Two  Who  Left 


Near  hampstead  heath  in  northwest 
London  sits  the  home  where  lived  the 
great  English  poet,  John  Keats,  soon  after 
his  career  as  a medical  student  at  Guy's  and 
St.  Thomas's  Hospitals.  The  dwelling  has 
been  handsomely  renovated  since  his  stay 
there  in  1818-20,  but  has  ample  authenticity 
to  warrant  a 20-minute  subway  ride  from  the 
center  of  London,  plus  a half-mile  walk. 

One  feature  is  the  bedroom  where  Keats 
coughed  blood  upon  his  bedsheet,  and  rec- 
ognizing its  arterial  color,  announced  to  his 
landlord  that  not  only  his  mother  and 
brother  had  consumption,  but  he,  Keats, 
would  also  soon  die  of  it.  On  the  wall  hangs 
his  certificate:  5 years  of  apprenticeship  and 
a course  of  study  just  completed  (1816);  he 
was  thus  a graduated  apothecary  (approxi- 
mately equivalent  then  to  a general  practi- 
tioner). 

His  accurate  premonition  of  doom  led 
him  to  spend  his  remaining  time  writing 
poems  and  letters  as  fully  and  furiously  as 
he  could.  He  accepted  the  suggestion  of 
poet  friends  to  go  to  Italy,  where  inspiration 
and  better  health  would  surely  await.  Inspi- 
ration, yes;  better  health,  no,  and  he  died  in 
Rome  after  a final  6 months  of  extraordinary 
creativity. 


Dr.  Caplan  is  Associate  Dean  for  Continuing  Medical  Education  at 
the  University  of  Iowa  College  of  Medicine. 


Medicine 


Keats  had  written  poetry  before.  In  fact, 
his  most  famous  poem,  “Ode  on  a Grecian 
Urn"  with  the  much-quoted  lines. 

Beauty  is  truth,  truth  beauty,  — that  is  all 
Ye  know  on  earth,  and  all  ye  need  to  know 

was  written  in  the  house  I visited.  Although 
his  poems  enjoyed  a bit  of  publication  and 
success  while  he  lived,  there  was  too  little 
time  left  for  recognition,  only  enough  to 
pour  out  his  passionate  gifts  of  imagination. 
And  certainly  no  time  to  attempt  medical 
work. 

His  biography,  as  his  poetry,  is  quintes- 
sentially  romantic.  Had  Keats  not  identified 
or  prognosticated  correctly  about  his  illness, 
or  had  he  not  had  the  illness  at  all,  he  might 
have  entered  the  mainstream  of  medical 
practice  of  his  day.  (Of  course,  his  poetic 
fancy  might  then  have  been  less  frenzied, 
less  beautiful,  to  judge  from  this  utterly  pro- 
saic note  I copied  from  his  handwritten 
medical  notebook:  “The  lower  jaw  is  fre- 
quently dislocated  from  receiving  a slight 
blow  while  the  mouth  is  open."  Although 
clinical  events  sometimes  bubble  with  high 
drama,  the  language  of  reporting  it,  even  in 
the  hands  of  Keats,  is  usually  pale  in  the  ex- 
treme.) But  death  intervened. 

Another  physician  who  left  medicine 
was  a man  of  no  fame  who  last  year  moved 
to  Iowa  City  to  acquire  enough  CME  credit 
to  reactivate  his  medical  license.  He  needed 
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150  hours  of  Category  I,  for  he  had  retired 
from  practice  at  age  50,  10  years  earlier, 
when  several  major  illnesses  befell  him. 

With  time,  he  recovered  well,  so  well  that 
after  a decade  of  disability,  his  curiosity  and 
restlessness,  plus  financial  pressure 
prompted  him  to  wish  to  resume  clinical 
practice.  He  planned  to  commit  several 
months  to  his  re-tooling,  although  several 
weeks  could  have  satisfied  his  legal  require- 
ment. 

Occasionally  he  stopped  for  a chat.  His 
perceptions  about  himself  and  his  circum- 
stances were  unusually  acute.  He  felt  as- 
tounded at  the  changes  in  his  discipline  dur- 
ing the  10  years  he'd  been  away.  He  gave 
examples,  and  as  he  related  his  intellectual 
and  emotional  responses  to  his  CME  activi- 
ties, he  said,  “You  know,  I feel  like  Rip  Van 
Winkle."  That  allusion  seemed  to  me  per- 
fect, so  apt  that  I urged  him  to  follow  his  in- 
stincts and  write  about  the  Rip  Van  Winkle 
Effect.  I expressed  confidence  it  could  be 
published  and  might  even  introduce  a fresh 
descriptive  term  into  the  discourse  of  contin- 
uing education. 


Letters  to  the  Editor 

Business  and  Medicine 

Dear  Sir: 

Many  years  ago  I met  Dr.  Richard  M. 
Caplan  and  I was  impressed  by  his  interest 
in  medical  education.  For  many  years  I have 
enjoyed  his  articles  in  iowa  medicine  and  its 
predecessor  Journal.  However,  I feel  com- 
pelled to  take  exception  to  his  comments 
about  the  “Business  of  Medicine"  in  his  arti- 
cle by  that  name  in  the  September,  1988  is- 
sue. 

Dr.  Caplan  strongly  disagrees  with  the 
assertion  that  the  business  of  medicine  is  as 
important  as  the  practice  of  medicine.  Hav- 
ing been  a medical  management  consultant 
for  the  past  40  years  and  having  worked 
with  thousands  of  doctors  in  many 
hundreds  of  offices,  I have  learned  you  can- 
not separate  the  business  of  medicine  from 
the  practice  of  medicine.  If  a doctor  or  group 


My  new  friend  agreed  to  pursue  that 
idea  and  accept  both  my  challenge  and  my 
help.  But  some  weeks  later  he  returned,  ill, 
to  describe  a series  of  curious  symptoms  that 
had  demanded  his  attention,  stolen  his  en- 
ergy and  kept  him  from  rounds,  confer- 
ences, the  library  and  so  on.  A diagnostic 
workup,  then  in  progress,  ultimately  re- 
vealed advanced  cancer.  Over  the  next  few 
months  he  grew  progressively  weaker,  but 
managed  to  cope  with  his  feelings  of  anger 
and  depression.  With  the  understanding 
help  of  his  spouse,  his  medical  personnel 
and  the  great  soothing  assistance  of  the 
Iowa  City  Hospice,  he  elected  not  to  pursue 
the  tiny  glimmer  of  hope  for  slight  life-ex- 
tension drugs  and  x-rays  might  have  pro- 
vided him. 

His  attainment  of  Kiibler-Ross's  stage  of 
“acceptance"  was  the  most  successful  and 
tranquil  I have  seen.  When  I last  visited 
him,  dying  at  home,  he  expressed  no  bitter- 
ness, no  regret.  Regret  was  one  of  my  many 
emotions,  that  he  was  never  able  to  write 
his  own  fascinating  story  of  the  Rip  Van 
Winkle  Effect.  For  death  intervened. 


of  doctors  desires  to  provide  the  patient 
with  the  best  possible  medical  service,  it  is 
vital  they  give  sufficient  attention  to  the 
business  affairs  of  the  practice  to  make  cer- 
tain they  are  as  efficient  as  their  medical 
ability. 

Poor  policies  mean  poor  service  to  the 
patient.  For  example,  appointment  schedul- 
ing is  a weak  spot  in  many  offices  often  re- 
sulting in  long  waits  for  patients  and/or  a 
dissatisfying  amount  of  time  with  the  doc- 
tor. Poor  billing  and  insurance  claim  filing 
procedures  likewise  often  cause  both  incon- 
venience and  irritation  to  patients.  Because  a 
doctor's  staff  often  spends  more  time  with 
the  patient  than  does  the  doctor,  poor  per- 
sonnel management  policies  can  lead  to  poor 
public  relations  and  insensitive  handling  of 
patients.  Fair  fees  for  service  is  another  area 
of  vital  concern  to  both  patients  and  doctor. 

Experience  has  shown  the  most  medi- 
cally proficient  doctor  cannot  practice  the 
best  possible  medicine  unless  he/she  has  ef~ 

(Please  turn  to  page  579) 
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Health  Care 
Coverage 
That  Wasn’t  Born 

Yesterday 

The  changes  in  health  care  and  health  coverage  in  the 
last  five  decades  have  been  tremendous.  And,  through  it 
all,  Iowa’s  Blue  Cross  and  Blue  Shield  Plans  have  set  the 
pace.  All  the  while,  we  have  worked  diligently  to  help  our 
customers  get  the  most  out  of  their  health  care  dollars,  to 
provide  excellence  in  service  and  to  give  our  members 
cost-efficient,  quality  benefits.  Like  Total  Health  Network 
of  Iowa  and  Family  Health  Plan,  our  innovative  health 
maintenance  organizations...  ALLIANCE  Select,  our  pre- 
ferred provider  program... and  Delta  Dental  Plan  of  Iowa. 

We’ve  worked  with  the  providers  of  health  care  for  50 
years  to  assure  lowans  of  affordable,  high-quality  cover- 
age. And  you  can  be  sure  that  we’ll  be  doing  the  same  for 
another  50  years.  It’s  a tradition  we’re  proud  of. ..and  one 
you  can  count  on. 


Blue  Cross 
Blue  Shield 


Des  Moines/Sioux  City 


ficient  routines  and  procedures  and  a quality 
staff  to  implement  them. 

I believe  a strong  case  can  be  made  for 
the  statement  that  the  business  of  medicine 
and  the  practice  of  medicine  are  integral  and 
must  be  given  proper  attention  accordingly. 
— Millard  K.  Mills , Certified  Professional  Busi- 
ness Consultant,  Waterloo,  Iowa. 

Editor's  Note: 

I'm  delighted  one  of  my  columns  sparked 
a response,  even  if  the  writer  thinks  he  disa- 
grees with  me.  I don't  agree  that  we  disa- 
gree. Because  I have  long  known  Mr.  Mills 
and  respect  his  career  as  a professional  man- 
agement consultant  to  many  Iowa  physi- 
cians, I am  not  surprised  that  he  would  ar- 
gue for  the  great  importance  of  properly 
considering  and  performing  the  business  of 
medicine.  And  I agree  with  that.  To  debate 
whether  the  business  or  the  practice  of  medi- 
cine is  the  more  important  is  likely  futile,  be- 
cause they  intertwine  so  completely,  as  Mr. 
Mills  says.  It's  analogous  to  debates  about 
genes- vs. -environment  or,  in  education, 
process-vs. -content. 

In  my  published  rumination  I used  the 
word  “enlightened”  to  congratulate  resi- 
dency programs  that  provide  some  business 
training.  But  the  main  thrust  of  my  piece  ad- 
dressed, I thought,  the  issues  of  the  timing, 
locus  and  methods  of  such  instruction.  Those 
subjects  we  still  might  debate  at  length, 
even  though  we  agree  about  the  goal.  — 
Richard  M.  Caplan,  M.D.,  Associate  Dean  for 
Continuing  Medical  Education,  University  of 
Iowa  College  of  Medicine. 


Quality  of  Care 

Dear  Editor: 

In  the  October,  1988  issue  of  iowa  medi- 
cine, it  was  of  interest  to  note  that  a majority 
of  the  physicians  interviewed  thought  that 
professional  review  organizations  were 
somehow  expert  in  defining  quality  of  care.  I 
offer  the  premise  that  on  close  analysis  most 
of  the  physicians'  perception  of  quality  is 
much  more  subjective  than  objective  and  in 
fact  is  quite  prejudicial  when  evaluating  the 
performance  of  their  colleagues. 

Hence  I offer  the  recommendations  of 
the  American  Academy  of  Family  Physicians 
as  adopted  by  their  Congress  of  Delegates  in 
October  of  1988. 

“In  order  for  meaningful  peer  review  to 
take  place,  adherence  to  the  following  con- 
cepts is  essential  in  the  development  of  any 
guidelines: 

(a)  Cost  containment,  while  an  impor- 
tant consideration,  should  in  no  way  be  al- 
lowed to  influence  negatively  the  quality  of 
care  afforded  patients. 

(b)  Standards  of  care  should  be  in  ac- 
cord with  the  general  tenor  of  guidelines  of 
national  specialty  societies. 

(c)  Clinical  policies  in  patient  care 
should  be  established  by  practicing  physi- 
cians and  based  upon  needs  appropriate  to 
the  local  area.  Even  though  health  care  is 
provided  under  uniform  standard  of  care,  lo- 
cal circumstances  and  considerations  such  as 

(Please  turn  to  page  580) 
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frequently  found  in  inner  city  or  rural  areas 
may  modify  final  interpretations  as  to 
whether  or  not  a standard  of  care  is  met. 

(d)  The  omission  of  the  performance  of 
any  portion  of  a guideline  should  not  neces- 
sarily be  interpreted  as  a breach  of  good 
medical  practice  or  should  addition  of  serv- 
ices, not  included  in  a specific  guideline,  be 
interpreted  as  inappropriate  or  unnecessary 
in  the  care  of  a specific  patient.  Such  cases 
should  be  weighed  individually,  and  during 
the  review,  the  physician  providing  the  care 
always  given  the  opportunity  to  add  to  the 
documented  details  of  a case. 

(e)  Guidelines  should  in  no  way  be  re- 
strictive with  regard  to  physicians'  qualifica- 
tions other  than  on  the  basis  of  training,  ex- 
perience and  demonstrated  ability. 

(f)  Guidelines  for  hospital  admission 
need  not  be  on  a diagnosis  basis  only,  but 
may  be  based  on  problems,  symptoms,  so- 
cial factors  or  physical  findings. 

(g)  Any  guidelines  must  include  provi- 
sions for  consultation  by  family  physicians 
where  indicated  or  requested. 

(h)  In  a prospective  payment  system 
(such  as  seen  in  Medicare),  utilization  re- 
view provided  by  a physician  should  be  con- 
sidered the  most  valid  determiner  of  the  cor- 
rect diagnostic  category  and  a physician  the 
most  knowledgeable  interviewer  to  prevent 
premature  discharge  from  the  hospital  or 
other  violations  of  the  quality  of  care  pro- 
vided to  individual  patients. 

(i)  Punitive  aspects  should  be  consistent 
with  federal  and  state  regulations  and  ap- 
plied only  after  the  full  opportunity  of  due 
process  has  been  allowed  to  the  physician. 

(j)  The  end  product  of  peer  review 
should  be  improvement  of  patient  care 
through  physician  education."  — Francis  L. 
Pisney,  M.D.,  A.B.F.P.,  Iowa  Falls. 

Vital  Records  — New 
Certification  in  1989 

Iowa  has  maintained  a state  registry  of 
marriages,  births  and  deaths  since  1880  within 
the  Iowa  Department  of  Public  Health.  The 
Department  cooperates  with  the  federal  gov- 
ernment's efforts  to  compile  national  statistics 
for  these  events.  This  is  done  by  contract  with 
the  National  Center  for  Health  Statistics 


(NCHS),  which  provides  partial  funding  to 
help  subsidize  the  overall  cost. 

Iowa  provides  a basic  data  set  of  selected 
items  from  the  certificate  on  a scheduled  basis. 
NCHS  has  expanded  the  minimum  data  re- 
quirements, (last  revised  in  1978)  prompting  a 
revision  of  Iowa's  certificates  for  live  birth,  fe- 
tal death  and  death  to  be  effective  January  1, 
1989.  The  Department  sought  to  make  only 
those  changes  necessary  to  meet  the  data  re- 
quirements of  NCHS  and  to  make  the  docu- 
ment's format  more  sensitive  to  those  who 
complete  it. 

The  Department  distributed  the  new 
forms  and  instruction  booklets  to  the  county 
registrar  (clerk  of  district  court)  in  early  No- 
vember. Instruction  booklets  and  sample  forms 
will  also  be  provided  to  Iowa  physicians  whose 
specialty  might  involve  them  in  the  comple- 
tion of  birth,  death  and  fetal  death  certificates. 
If  you  have  not  received  information  and  are 
interested  in  a copy,  contact  the  Vital  Records 
Bureau  of  the  Iowa  Department  of  Public 
Health  at  515/281-6581. 


Why  Buy  Equipment  For  Your 
Practice  . . . LEASE  IT  . . . and 
Increase  Your  Profits! 

Bankers  Leasing  Company  can  help  you  real- 
ize more  profits,  through  a specially-planned 
leasing  program  designed  to  fit  your  individual 
practice  needs.  Consider  these  advantages: 

• Leasing  lets  you  retain  cash  in  your  prac- 
tice and  keep  your  working  capital  working 
for  you 

• Lease  payments  are  100%  tax  deductible, 
when  properly  qualified 

• Leased  equipment  eliminates  obsoles- 
cence, allows  you  to  always  work  with  the 
latest  equipment  to  maintain  maximum  effi- 
ciency 

There  are  many  other  advantages  in  a pro- 
fessionally-planned Bankers  Leasing  program. 
Call  or  write  for  more  information. 

Bankers  Leasing  Company 

ATTN:  Jerry  Xanders  or  Dave  Selden 
1113  Locust  Street  • Des  Moines,  Iowa  50308 
Phone:  515/243-3690  or  Iowa  toll-free:  1-800-622-8335 
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Crowley, 
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Class  Reunion 


A recent  macneil-lehrer  television  pro- 
gram included  an  essay  by  a Dart- 
mouth graduate  who  attended  his  25th  class 
reunion.  25th?  Well  that  may  be  a big  deal 
in  Hanover  for  the  "men  of  Dartmouth"  (as 
the  school  song  would  have  it),  but  friends, 
listen  to  this  report  about  a reunion  that 
really  counts:  a 50-year  reunion. 

Last  June,  in  Iowa  City,  the  University 
of  Iowa  medical  school  class  of  '38  held  its 
50-year  reunion.  One  statistic,  then  on  to 
other  matters:  Of  a class  of  83,  45  are  still 
alive  and  20  attended  the  reunion,  coming 
from  near  and  far,  from  New  Hampshire, 
Michigan,  Florida,  California,  Colorado, 
Texas,  Massachusetts,  New  York,  Kansas, 
Indiana  and,  of  course,  from  cities  and 
towns  in  Iowa. 

There  is  no  way  to  get  the  "feel"  of  an 
event  like  a 50-year  reunion  without  men- 
tioning individuals  — who  showed  up,  for 
instance,  and  what  had  transpired  in  those 
many  intervening  years.  We  will  go  that 
route,  then,  on  a very  limited  scale,  using 
no  names.  In  other  words  — complete  ano- 
nymity is  the  watchword. 

It  can  be  reported  with  pride  that  one 
member  of  the  class  is  famous.  Honored  by 


his  university  as  an  "outstanding  alumus,"  a 
former  chief  of  a surgical  department  of  a 
major  medical  school,  he  is  recognized  by 
his  peers  nationwide  as  a pioneering,  inno- 
vative and  talented  cardiac  surgeon.  Therein 
lies  his  fame,  yet  that  is  not  the  best  part  of 
the  story. 

The  best  part  is  this:  He  entered  the 
freshman  medical  class  in  1934  as  a recent 
immigrant  from  Austria.  He  spoke  very  poor 
English  and  was  sometimes  the  butt  of  cal- 
lous humor.  True/false  exams,  innundated 
with  double  negatives,  were  the  bane  of 
everyone's  existence,  but  were  almost  a dis- 
aster for  this  recent  transplant. 

That  he  survived  at  all  is  commendable; 
that  he  achieved  fame  is  remarkable.  He  ap- 
pears to  have  but  one  character  flaw:  he 
scarcely  knows  how  to  spell  Hayden  Fry, 
and  he  is  neither  enthralled  nor  obsessed  by 
the  activity  in  Kinnick  Stadium.  Oh  well,  no- 
body's perfect. 

There  was  the  classmate  who  was  ac- 
companied to  the  reunion  by  his  2 sons,  one 
a neurosurgeon,  the  other  a urologist.  He 
was  clearly  proud  of  his  boys,  but  the  most 
striking  thing  was  the  manifest  pride  of  the 
boys  in  their  dad,  as  if,  knowing  of  his 
struggle  to  become  a doctor,  they  wished  to 
testify  to  the  strength  of  his  character.  For, 
you  see,  he  had  to  scratch  to  make  ends  meet 
while  going  to  school  — working  at  night,  in 
class  during  the  day.  And  he  made  it. 

Does  every  class  have  a member  who 
has  been  a president  of  his  state  medical  so- 
ciety? Hardly.  Well  the  class  of  '38  does  — 
one  who,  having  shown  a talent  for  leader- 
ship and  political  savvy,  became  president  of 
the  Iowa  Medical  Society. 

Although  no  poll  was  taken,  presum- 
ably all  members  at  the  reunion  had  retired 
from  active  practice.  But  no,  there  was  at 
least  this  one  exception,  an  orthopedic  sur- 
geon from  a region  sometimes  referred  to  as 
the  land  of  tinsel  and  glitter.  Having  been 
divorced  (so  it  was  said),  he  brought  along 
his  girlfriend  in  lieu  of  a wife.  The  girlfriend, 
attractive,  vivacious,  almost  certainly  close  to 
30  years  younger  than  her  companion  and 
the  prevailing  age  at  the  reunion,  seemed  to 
be  having  the  time  of  her  life  amongst  the 
elders.  The  doughty  classmate?  Obviously  a 
man  of  exceptional  genes  and  hormones. 

(Please  turn  to  page  582) 
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The  number  one  student  of  the  class 
was  there,  as  were  4 of  the  5 top  students  of 
the  class  — proving  nothing  except  that  they 
have  a good  record  for  longevity. 

All  in  attendance  seemed  to  be  reason- 
ably prosperous,  although  there  was  no  way 
of  knowing,  or  even  caring,  whether  anyone 
was  particularly  affluent.  At  that  stage  of 
life,  riches  beyond  a comfortable  income,  be- 
yond health  and  dignity,  are  not  very  impor- 
tant. 

Only  one  jarring  note  was  heard,  and 
that  privately  and  at  the  time  of  farewells. 
One  classmate  confided  to  another  that  his 
wife  was  now  dead  and  he  was  unhappy, 
bored  and  at  loose  ends  in  retirement. 

Which  raises  questions:  How  do  doctors, 
having  spent  their  active  years  in  responsi- 
ble and  demanding  activity,  adjust  to  retire- 
ment? How  do  they  avoid  malaise  and  bore- 
dom? The  answer  is  some  don't. 

Boredom  is  truly  the  enemy.  Everyone 
retiring  must  come  to  grips  with  it.  Some 
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The  least  fortunate  are  those  who  turn 
to  alcohol.  It  has  been  said  that  the  most 
common  medical  problem  in  Sun  City  is  al- 
coholism. The  poor  old  souls  are  so  bored 
they  live  for  the  daily  cocktail  hour.  Perhaps 
the  most  fortunate  are  those  who,  because 
of  circumstances,  remain  intimately  and 
daily  involved  with  grandchildren. 

Old  age  is  a tricky  business.  It's  difficult 
for  the  young  to  believe,  but  it  is  certain 
every  doctor  who  reaches  the  age  of  70  looks 
back  in  astonishment,  for  it  was  only  yester- 
day he  or  she  was  a new  doctor  in  town,  the 
kids  were  young,  rapport  with  contemporar- 
ies was  strong  and  life  was  full  and  exciting. 

The  50-year  reunion  is  now  behind  us. 
To  hell  with  it.  Let's  go  for  60!  — Daniel  F. 
Crowley,  M.D.,  Class  of  '38. 
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Practice  Management 


Retirement  . . . Are  You  Ready? 


Retirement  aspirations  will  more  likely  be 
fulfilled  if  financial  planning  begins  early. 
Young  people  often  commit  most  of  their  as- 
sets to  family  needs.  When  people  reach  mid- 
dle age,  they  are  more  receptive  to  retirement 
planning.  By  then  financial  obligations  may  be 
decreasing  and  accumulation  of  retirement  re- 
sources can  begin. 

Information  about  estimated  retirement 
assets,  income  streams  and  retirement  ex- 
penses must  be  accumulated.  Current  income 
and  expense  data  must  be  adjusted  for  infla- 
tion to  determine  the  potential  gap  in  retire- 
ment income  and  the  amount  needed  to  fund 
the  gap. 

Retirement  needs  are  about  60-70%  of 
preretirement  income.  When  you  estimate  your 
actual  retirement  expenses,  remember  some 
preretirement  expenses  may  decline  and  other 
expenses  (such  as  medical  and  recreation)  may 
increase.  Estimated  retirement  expenses  may 
exceed  estimated  retirement  income,  espe- 
cially for  people  in  their  40s  or  50s.  Various 
strategies  relying  on  the  time  value  of  money 
can  be  used  to  close  the  gap. 

Tax  Advantage  Funding  Vehicles 

Strategies  for  funding  a retirement  income 
gap  include: 

• Accumulate  retirement  savings  in  tax- 
advantaged  funding  vehicles.  Funding  with 
pre-tax  dollars  and  deferring  tax  on  income 
cause  retirement  funds  to  accumulate  faster. 

• Deferred  compensation  agreements 
with  employers  may  be  advantageous  for  some 
clients,  especially  if  employers  pay  interest  on 
the  deferred  compensation. 


Material  for  this  column  is  furnished  by  McGladrey,  Hendrickson 
and  Pullen,  Des  Moines. 


Asset  Reallocation 

• Personal  assets  can  be  converted  to  in- 
come-producing property.  Appreciating  as- 
sets such  as  unimproved  land  or  growth  stocks 
can  be  converted  into  rental  property  or  div- 
idend-paying stocks.  Such  conversions  can  be 
delayed  until  retirement  or  until  the  income  is 
needed  if  the  appreciation  is  likely  to  exceed 
the  yield  on  the  converted  assets. 

• Closely-held  business  interests  may  be 
converted  into  income  producing  assets  for  re- 
tirement through  complete  redemption  of 
stock,  installment  sales  of  the  interests  or  sales 
of  the  business  interests  in  exchange  for  pri- 
vate annuities. 

Retirement  Lifestyle 

If  assets  to  fund  the  projected  retirement 
income  gap  are  not  available,  the  level  of  re- 
tirement expenses  must  be  adjusted.  Options 
include:  moving  into  a smaller  home,  selling 
a second  home,  foregoing  winters  in  a warm 
climate,  moving  to  a cheaper  part  of  the  coun- 
try, a part  time  career  or  delaying  retirement. 

Preretirement  considerations  should  also 
be  evaluated.  Investment  portfolios  may  need 
restructuring  to  emphasize  quality  invest- 
ments, capital  preservations,  income  and  li- 
quidity. 

Retirement  planning  concerns  attitudes 
and  activities,  as  well  as  financial  planning. 
Attitude  problems,  as  well  as  inactivity,  can 
make  retirement  stressful. 

Retirement  takes  preparation.  Before  re- 
tiring, people  may  spend  50  or  60  hours  a week 
on  work-related  activities  and  much  of  their 
social  life  may  also  be  related  to  work.  By  plan- 
ning, individuals  can  decide  on  activities  to 
replace  work-related  events  — activities  that 
will  give  them  the  satisfaction  of  retiring  to 
something  fulfilling  and  enjoyable. 
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Drug  Therapy  Review 


Local  Anesthetics 


Local  anesthetics  are  administered  in  a 
variety  of  clinical  situations  to  block  the 
conduction  of  nerve  impulses.  Autonomic, 
sensory  and  motor  impulses  can  all  be  inter- 
rupted with  local  anesthetics  to  produce  auto- 
nomic nervous  system  blockade,  anesthesia 
and  muscle  paralysis.  Spontaneous  recovery 
of  nerve  conduction  following  administration 
of  a local  anesthetic  occurs  over  time  without 
evidence  of  neural  damage.  The  purpose  of 
this  article  is  to  review  the  mechanism  of  ac- 
tion, pharmacology,  pharmacokinetics,  clini- 
cal use  and  adverse  effects  of  this  very  com- 
monly used  class  of  drugs. 

Mechanism  of  Action 

The  conduction  of  an  impulse  along  a 
nerve  fiber  is  a function  of  changes  in  the  elec- 
trical gradient  that  exists  across  the  nerve 
membrane.  When  a stimulus  of  sufficient  in- 
tensity reduces  the  resting  membrane  poten- 
tial to  the  threshold  potential,  a spontaneous 
depolarization  occurs  and  is  propagated  along 
the  nerve.  Depolarization  results  from  the  rapid 
movement  of  sodium  ions  into  the  intracellular 
space  through  specific  sodium  channels.  The 
flow  of  potassium  ions  from  the  interior  to  the 
exterior  of  the  cell  then  results  in  repolariza- 
tion of  the  nerve  membrane  to  its  resting  po- 
tential. Following  completion  of  the  action,  po- 
tential ionic  equilibrium  is  restored  by 
activation  of  the  sodium-potassium  pump. 

Local  anesthetics  prevent  depolarization 
of  a nerve  membrane  by  inhibiting  movement 
of  sodium  ions  through  sodium  channels.1-2 
This  reduction  in  the  permeability  of  the  mem- 
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brane  to  sodium  ions  slows  the  rate  of  depo- 
larization, the  threshold  potential  is  not 
reached  and  no  action  potential  produced.  Lo- 
cal anesthetics  do  not  alter  the  resting  mem- 
brane potential  or  the  threshold  potential  of 
the  membrane  and  have  minimal  effect  on  po- 
tassium conductance.3 

To  produce  a clinical  effect,  local  anes- 
thetics must  penetrate  the  lipoprotein  cell 
membrane  and  interact  with  specific  receptors 
within  the  sodium  channels.  In  solution  local 
anesthetics  exist  as  both  positively  charged 
cations  and  uncharged  base.  Both  forms  of  the 
drug  are  involved  in  producing  nerve  block- 
ade. Following  administration  of  a local  an- 
esthetic, the  base  form  diffuses  across  the  nerve 
sheath.  After  entering  the  axoplasm,  the  local 
anesthetic  then  dissociates  and  an  equilibrium 
is  established  between  the  base  and  cationic 
forms  of  the  durg.  The  degree  of  ionization 
that  occurs  depends  upon  the  pKa  of  the  spe- 
cific local  anesthetic  administered  and  the  pH 
of  the  solution.  The  charged  cation  then  binds 
to  specific  receptors  in  the  sodium  channel. 
Uncharged  molecules  may  also  contribute  to 
the  local  anesthetic  action  by  acting  directly 
upon  the  cell  membrane.  Through  these  2 
mechanisms  sodium  flux  is  inhibited  and  con- 
duction blockade  is  achieved.4 

Sodium  channels  in  a nerve  membrane 
exist  in  3 states  during  the  different  phases  of 
the  action  potential:  activated-open,  inacti- 
vated-closed  and  rested-closed.5- 6 In  a resting 
nerve  an  equilibrium  exists  between  the  rested- 
closed  and  the  inactivated-closed  states.  Dur- 
ing an  action  potential,  the  sodium  channels 
cycle  from  rested-closed  to  activated-open  to 
inactivated-closed  configurations.  Inactivated- 
closed  channels  have  a higher  affinity  for  local 
anesthetics.  It  has  been  suggested  these  drugs 
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bind  selectively  to  the  inactivated-closed  chan- 
nels stabilizing  them  in  this  configuration.  This 
prevents  conversion  to  the  activated-open  state 
in  response  to  a nerve  impulse  and  blocks 
propagation  of  an  action  potential  along  the 
nerve. 

It  is  believed  most  local  anesthetics  sta- 
bilize the  sodium  channels  in  the  inactivated- 
closed  state  by  binding  to  specific  receptors 
that  correspond  to  the  internal  gate  within  the 
sodium  channel.6- 7 However,  other  mechan- 
isms of  conduction  blockade  may  also  exist. 
Local  anesthetics,  such  as  benzocaine,  that  oc- 
cur only  in  a nonionized  state,  appear  to  alter 
the  nerve  membrane  in  such  a way  that  the 
diameter  of  the  sodium  channel  is  decreased 
and  tetradotoxins  inhibit  nerve  conduction  by 
their  action  on  receptors  at  the  external  surface 
of  the  sodium  channel. 

Pharmacology 

Local  anesthetics  consist  of  lipophilic  and 
hydrophilic  portions  joined  by  a hydrocarbon 
chain.  The  lipophilic  end,  essential  for  anes- 
thetic activity,  is  generally  an  unsaturated  ar- 
omatic ring,  such  as  para-amenobenzoic  acid. 
It  is  joined  to  the  hydrocarbon  chain  by  an 
ester  (-CO-)  or  amide  (-NHC-)  bond  and  it  is 
this  bond  that  is  used  to  classify  these  drugs 
as  ester  or  amide  local  anesthetics.  The  basic 
differences  between  these  2 types  of  local  an- 
esthetic are  related  to  their  metabolism  and 
their  potential  for  producing  allergic  reactions. 
Solubility,  potency,  metabolism  and  duration 
of  action  of  local  anesthetics  can  be  altered  by 
changes  in  the  structure  of  the  hydrocarbon 
chain,  aromatic  ring,  or  the  tertiary  amine. 

Pharmacokinetics 

The  disposition  of  local  anesthetic  agents 
depends  upon  their  absorption,  distribution, 
metabolism  and  excretion  following  adminis- 
tration.8' 9 

Absorption  is  determined  by  the  site  of 
injection,  the  presence  of  epinephrine  in  the 
anesthetic  solution  and  by  the  specific  agent 
that  is  used.  Systemic  absorption  of  local  an- 
esthetic occurs  rapidly  after  an  intercostal  nerve 
block  but  much  more  slowly  following  infil- 
tration into  subcutaneous  tissues.  The  addi- 
tion of  epinephrine  to  the  solution  results  in 
vasoconstriction  in  the  area  of  administration. 
This  decreases  the  rate  of  absorption  of  many 
local  anesthetic  agents.  When  added  to  lido- 


caine,  epinephrine  reduces  the  peak  plasma 
concentration  achieved  by  about  33%  and  also 
prolongs  the  duration  of  the  neural  blockade.10 

Distribution  of  local  anesthetics  following 
systemic  absorption  occurs  throughout  the  to- 
tal body  water.  The  initial  elimination  of  these 
drugs  from  the  blood  results  from  their  uptake 
and  distribution  into  highly  vascular  tissues. 
A slower,  secondary  fall  in  plasma  levels  re- 
flects both  redistribution  to  less  vascular  tis- 
sues as  well  as  metabolism  and  excretion  of 
the  drug.11 

The  metabolism  of  local  anesthetics  varies 
according  to  their  chemical  classification.  Es- 
ter-type local  anesthetics,  such  as  procaine  and 
tetracaine,  are  hydrolyzed  in  the  plasma  by 
pseudocholinesterase  and  the  metabolites  are 
excreted  in  the  urine.12- 13  One  important  me- 
tabolite produced  by  the  hydrolysis  of  ester 
anesthetics  is  para-aminobenzoic  acid.  It  is  this 
compound  that  is  believed  to  produce  many 
of  the  allergic  reactions  seen  with  this  type  of 
local  anesthetic.14 

Amide-type  local  anesthetics  undergo  mi- 
crosomal enzymatic  degradation  in  the  liver.15 
The  metabolic  pathways  for  all  the  amide  com- 
pounds have  not  been  determined.  However, 
much  of  an  administered  dose  will  appear  as 
various  metabolites  that  are  excreted  in  the 
urine. 

Clinical  Uses  of  Local  Anesthetics 

Local  anesthetics  are  used  most  fre- 
quently to  produce  regional  anesthesia  that  can 
be  classified  according  to  the  site  of  drug  place- 
ment, as  topical  anesthesia,  local  infiltration, 
peripheral  nerve  block,  intravenous  block,  ep- 
idural block  or  subarachnoid  block. 

1.  Topical  Anesthesia  — Local  anesthetics 
produce  surface  anesthesia  when  placed  on 
the  mucous  membrane  of  the  eye,  the  upper 
airway  and  tracheobronchial  tree,  or  the  gen- 
itourinary tract.  Lidocaine,  cocaine  and  tetra- 
caine are  the  agents  most  commonly  used  for 
this  purpose.  Cocaine  has  the  additional  ad- 
vantage of  also  causing  vasoconstriction  that 
may  decrease  bleeding  at  the  operative  site. 
When  local  anesthetic  sprays  are  used  to  pro- 
duce anesthesia  of  the  tracheobronchial  tree, 
rapid  absorption  of  local  anesthetic  into  the 
systemic  circulation  and  plasma  concentra- 
tions equal  to  the  level  achieved  following  in- 
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tra venous  injection  may  be  seen.16  Therefore, 
care  must  be  taken  to  avoid  toxic  reactions 
when  local  anesthetics  are  used  in  this  way. 

2.  Local  Infiltration  — Local  anesthesia  for 
minor  surgical  procedures  can  be  achieved  by 
simple  extravascular  infiltration  of  a dilute  an- 
esthetic solution  into  the  surgical  site.  This  will 
produce  blockade  of  the  subcutaneous  sensory 
nerves  and  the  dose  required  depends  upon 
the  extent  of  the  surgery.  If  a large  volume  of 
anesthetic  solution  is  required,  the  maximum 
recommended  dose  should  not  be  exceeded. 


'Signs  and  symptoms  of  CNS  tox- 
icity include  numbness  of  the  lips , 
light  headed ness  and  vertigo.' 


The  duration  of  anesthesia  can  be  prolonged 
by  the  addition  of  epinephrine  in  a 1:200,000 
dilution  to  the  anesthetic  solution.  However, 
use  of  epinephrine  is  contraindicated  in  tissues 
suplied  by  end-arteries,  such  as  the  fingers, 
toes  or  ears  because  vasoconstriction  in  re- 
sponse to  the  epinephrine  may  result  in  tissue 
ischemia  or  necrosis. 

3.  Peripheral  Nerve  Block  — Regional  an- 
esthesia can  also  be  achieved  by  injection  of 
an  anesthetic  agent  into  close  proximity  of  a 
specific  peripheral  nerve  or  nerve  plexus.  The 
local  anesthetic  then  diffuses  from  the  outside 
of  the  nerve  bundle  toward  the  center  pro- 
ducing anesthesia  along  the  concentration  gra- 
dient. Due  to  the  characteristic  anatomical  dis- 
tribution of  fibers  within  a mixed  nerve,  this 
results  in  the  predictable  spread  of  anesthesia 
from  proximal  to  distal.  Blockade  of  autonomic 
and  motor  nerves  may  accompany  the  sensory 
block.17' 18 

The  speed  of  onset  of  a peripheral  nerve 
block  depends  upon  the  rapidity  with  which 
the  drug  penetrates  the  nerve  membrane.  The 
duration  of  action  is  affected  by  the  dose  ad- 
ministered, the  lipid  solubility  and  protein 
binding  of  the  specific  agent  used  and  the 
presence  of  epinephrine  in  the  solution. 
Administration  of  bupivacaine  with  epineph- 
rine 1:200,000  can  produce  a nerve  block  last- 
ing up  to  24  hours. 

4.  Intravenous  Block  — Injection  of  an  an- 
esthetic solution  into  the  venous  system  of  a 


limb  isolated  from  the  systemic  circulation  by 
a tourniquet  can  produce  rapid,  profound  an- 
esthesia and  muscle  paralysis.19  This  is  a sim- 
ple, effective  method  of  producing  regional 
anesthesia  for  operations  involving  the  hand 
and  forearm.  The  duration  of  the  block  is  lim- 
ited by  the  time  that  the  tourniquet  can  be  kept 
inflated.  Anesthesia  recedes  following  release 
of  the  tourniquet  because  restoration  of  limb 
blood  flow  rapidly  dilutes  the  concentration  of 
local  anesthetic.  There  is  a risk  of  a toxic  local 
anesthetic  reaction  if  the  tourniquet  is  released 
prematurely.  Deflation  of  the  tourniquet 
should  be  avoided  for  at  least  15  minutes  fol- 
lowing initial  injection  of  the  drug.20 

Lidocaine  and  prilocaine  are  the  local  an- 
esthetics most  commonly  used  to  produce  in- 
travenous anesthesia  because  of  their  rela- 
tively low  toxicity  and  rapid  metabolism.  The 
use  of  bupivacaine  for  regional  anesthesia  has 
been  associated  with  profound  cardiovascular 
depression  and  intractable  dysrhythmias.21 
Therefore,  the  use  of  bupivacaine  for  intra- 
venous blocks  is  contraindicated. 

5.  Epidural  Block  — Placement  of  a local 
anesthetic  solution  into  the  epidural  space  pro- 
duces effective  analgesia  or  anesthesia.  Two 
mechanisms  of  action  appear  to  be  involved. 
First,  the  local  anesthetic  diffuses  through  the 
dura  to  act  directly  upon  nerve  roots  and  the 
spinal  cord.  Also,  anesthetic  solution  moves 
through  the  intervertebral  foramina  and  blocks 
spinal  nerves  in  the  paravertebral  space.  Be- 
cause the  onset  of  anesthesia  depends  upon 
this  diffusion  process,  up  to  45  minutes  may 
be  required  before  an  adequate  sensory  block 
is  achieved.  Lidocaine,  chlorprocaine  and  bu- 
pivacaine are  all  effective  agents  for  producing 
epidural  anesthesia.22  When  used  to  provide 
analgesia  during  labor,  epidurally  adminis- 
tered local  anesthetics  cross  the  placenta  and 
may  produce  detectable  effects  in  the  fetus  and 
newborn.12 

6.  Subarachnoid  Block  — Local  anesthetics, 
primarily  lidocaine  or  tetracaine,  injected  into 
the  lumbar  subarachnoid  space  produce  sub- 
arachnoid or  spinal  anesthesia  by  their  effect 
upon  the  spinal  cord  and  preganglionic  fibers 
in  the  anterior  rami.  Due  to  differences  in  the 
sensitivity  of  different  types  of  nerve  fibers  to 
the  effects  of  local  anesthetics,  zones  of  dif- 
ferential anesthesia  occur.  Consequently, 
sympathetic  denervation  extends  2 spinal  seg- 
ments higher  than  the  level  of  sensory  block, 
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and  motor  block  extends  about  2 segments  be- 
low the  sensory  level.  The  height  of  sensory 
block  achieved  during  spinal  anesthesia  can 
be  controlled  by  using  hyperbaric  or  hypobaric 
anesthetic  solutions  and  by  manipulation  of 
the  patient's  posture.23 

Spinal  anesthesia  may  be  accompanied  by 
significant  cardiovascular  side  effects.  Sym- 
pathetic blockade  leads  to  vasodilation,  par- 
ticularly of  the  capacitance  vessels,  causing  a 
decrease  in  venous  return,  cardiac  output,  and 
blood  pressure.  In  addition,  during  high  spinal 
anesthesia  the  sympathetic  cardiac  accelera- 
tors arising  from  spinal  nerves  T1  to  T4  may 
also  be  blocked  causing  bradycardia.  Overall, 
myocardial  oxygen  requirements  are  generally 
decreased  during  spinal  anesthesia  because  of 
the  decrease  in  heart  rate,  venous  return  and 
blood  pressure  that  occurs. 

Hypotension  associated  with  high  or  total 
spinal  anesthesia  may  also  cause  respiratory 
arrest  due  to  ischemia  of  the  medullary  res- 
piratory center.  It  is  unusual  for  apnea  to  be 
caused  by  a direct  effect  of  the  local  anesthetic 
causing  blockade  of  the  phrenic  nerves. 

7.  Other  Uses  — Local  anesthetics  can  also 
be  used  in  the  treatment  of  grand  mal  seizures, 
increased  intracranial  pressure  and  cardiac 
dysrhythmias. 

Adverse  Effects 

Adverse  effects  occurring  during  the  use 
of  local  anesthetics  are  generally  due  to  allergic 
reactions  or  systemic  toxicity.  Allergic  reac- 
tions to  local  anesthetics  are  rare  and  the  ma- 
jority of  adverse  reactions  that  occur  are,  in 
fact,  attributable  to  systemic  toxicity  resulting 
from  high  plasma  concentrations  of  the  drug. 

1.  Allergic  Reactions  — When  allergic  re- 
actions do  occur  they  are  frequently  related  to 
the  metabolites  of  the  ester-type  local  anes- 
thetics. These  metabolites  are  structurally  re- 
lated to  para-aminobenzoic  acid,  and  manifes- 
tations of  an  allergic  reaction  include  rash, 
urticaria,  laryngeal  edema,  bronchospasm,  and 
hypotension.14-24  Allergic  reactions  may  also  be 
due  to  the  presence  of  preservatives,  such  as 
methylparaben,  that  are  commonly  found  in 
commercial  local  anesthetic  preparations. 
Cross-sensitivity  can  occur  between  different 
ester  local  anesthetics  but  not  between  ester 
and  amide-type  anesthetics,  if  the  solutions 
used  are  preservative  free. 

2.  Systemic  Toxicity  — Systemic  toxicity  due 


to  local  anesthetics  occurs  when  excessive 
plasma  concentrations  of  the  drug  are  pro- 
duced. This  most  commonly  occurs  following 
inadvertent  intravascular  injection  of  a local 
anesthetic.  However,  excessive  plasma  con- 
centrations can  also  occur  following  rapid  ab- 
sorption from  an  extra  vascular  injection  site. 
The  speed  and  magnitude  of  systemic  absorp- 
tion depends  upon  the  dose,  the  pharmaco- 
logic properties  of  the  drug  administered,  the 
presence  or  absence  of  vasoconstrictors  in  the 
anesthetic  solution  and  the  vascularity  of  the 
injection  site.  Clinical  manifestations  of  local 
anesthetic  toxicity  most  frequently  involve  the 
central  nervous  system  and  the  cardiovascular 
system. 

The  central  nervous  system  is  very  sen- 
sitive to  the  effects  of  local  anesthetics.25  Signs 
and  symptoms  of  CNS  toxicity  include  numb- 


'Systemic  absorption  of  local  an- 
esthetic occurs  rapidly  after  an  in- 
tercostal nerve  block  but  much 
more  slowly  following  infiltration 
into  subcutaneous  tissues / 


ness  of  the  lips,  lightheadedness  and  vertigo. 
This  may  be  followed  by  visual  disturbances 
and  tinnitus  and  the  patient  may  become  dis- 
oriented or  drowsy.  Signs  of  CNS  excitation 
may  also  occur  including  slurred  speech,  shiv- 
ering and  muscle  twitches  of  the  face  and  ex- 
tremities. This  can  progress  rapidly  to  gener- 
alize tonic-clonic  convulsions.  When  a very 
large  dose  of  local  anesthetic  is  administered, 
initial  CNS  excitation  may  be  followed  by  cen- 
tral depression,  hypotension,  and  apnea. 

Emergency  treatment  of  seizures  due  to 
local  anesthetic  toxicity  includes  securing  the 
airway,  administration  of  oxygen,  and  assist- 
ing ventilation,  if  necessary.  Thiopental  or  di- 
azepam are  effective  for  controlling  the  sei- 
zures. 

The  cardiovascular  system  is  more  resist- 
ant to  the  toxic  effects  of  local  anesthetics.  As 
the  plasma  concentration  of  a local  anesthetic 
increases,  conduction  time  through  the  heart 
slows  prolonging  the  PR  and  QRS  intervals. 

(Please  turn  to  page  590) 
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With  higher  plasma  concentrations,  pace- 
maker activity  in  the  sino-atrial  node  is  also 
depressed  causing  sinus  bradycardia  or  sinus 
arrest.  Similar  depression  at  the  atrioventric- 
ular node  may  result  in  partial  or  complete  AV 
dissociation.26 

Local  anesthetics  in  toxic  concentrations 
are  also  negative  inotropes.  The  more  potent, 
highly  lipid-soluble  agents,  such  as  bupiva- 
caine,  tend  to  be  the  most  cardiotoxic;  and  se- 
vere cardiac  depression  and  dysrhythmias  fol- 
lowing inadvertent  intravascular  injection  has 
been  reported.21- 27  The  dysrhythmic  activity  of 
bupivacaine  is  due  to  inhibition  of  sodium  con- 
ductance. This  causes  a decrease  in  the  rate  of 
depolarization  leading  to  conduction  blockade 
and  reentrant  ventricular  dysrhythmias.28  Al- 
though lidocaine  has  a similar  action  on  car- 
diac cells  the  effect  is  transient.  In  addition, 
all  local  anesthetics,  except  cocaine,  cause  pe- 
ripheral vasodilation,  which  may  exacerbate 
the  hypotension  caused  by  myocardial  depres- 
sion. 

Overall,  the  incidence  of  adverse  reac- 
tions to  local  anesthetics  is  extremely  low  if 
these  agents  are  administered  appropriately. 

Conclusion 

Administration  of  a local  anesthetic  is  an 
effective  technique  for  providing  analgesia  and 
anesthesia.  The  appropriate  choice  of  a partic- 
ular local  anesthetic  in  any  specific  clinical  sit- 
uation depends  upon  an  understanding  of  the 
type  and  duration  of  block  required,  the  clin- 
ical status  of  the  patient,  and  an  appreciation 
of  the  potential  for  adverse  systemic  effects. 
When  administered  carefully,  local  anesthetic 
agents  are  safe,  useful  medications. 
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Quality  Assurance 


One  dimension  of  quality  is  defining  basic 
elements.  For  example,  what  kind  of 
training  and  review  must  an  individual 
undergo  to  practice  medicine. 

The  Iowa  Department  of  Public  Health 
(IDPH)  has  a vital  role  with  ensuring  quality 
health  services  for  Iowans.  The  department 
enacts  that  role  by  supporting  the  ongoing  def- 
inition of  the  characteristic  elements  of  health 
care  professionals,  health  care  programs  and 
medical  equipment. 

Assuring  quality  involves  an  ongoing 
process  of  information  gathering,  public  de- 
bate and  consensus  and  administrative  sup- 
port. To  inspire  confidence  that  our  health  care 
services  are  what  the  public  expects  them  to 
be  is  one  of  the  most  critical  functions  of  the 
department. 

This  article  focuses  on  the  department's 
quality  assurance  activities. 

Health  Care  Professionals 

The  IDPH  provides  administrative  sup- 
port to  boards  of  medical  examiners,  dental 
examiners,  nursing,  pharmacy  and  15  other 
health-related  licensing  boards.  These  boards 
set  standards,  license  applicants  and  investi- 
gate complaints  for  approximately  110,000 
health  care  professionals. 

Each  board  contributes  to  defining  the 
characteristic  elements  of  their  respective 
profession.  Boards  help  ensure  quality  by  en- 
gaging in  the  difficult  task  of  deciding  what 
constitutes  required  preservice  training  and 
how  applicants  demonstrate  competency  in 
their  fields.  Also,  recognizing  ever  changing 
knowledge  and  practice,  the  boards  decide 
what  kind  of  inservice  or  continued  training 


This  information  on  public  health  matters  is  furnished  and  spon- 
sored by  the  Iowa  Department  of  Public  Health. 


is  necessary  for  the  licensee  to  remain  current. 

At  the  other  end  of  the  continuum, 
professional  licensure  boards  investigate  com- 
plaints against  health  care  professionals.  When 
complaints  are  substantiated,  the  boards  take 
appropriate  disciplinary  action. 

Health  Care  Programs 

The  department  licenses  or  certifies  a va- 
riety of  health  related  services.  One  of  the  most 
encompassing  of  these  activities  is  the  licen- 
sure of  substance  abuse  treatment  programs 
in  Iowa. 

Currently,  44  substance  abuse  treatment 
programs  are  licensed  by  the  Commission  on 
Substance  Abuse.  These  programs  served  ap- 
proximately 23,000  Iowans  in  FY1987. 

Similar  to  the  efforts  by  the  health  care 
professional  licensure  boards,  the  commission 
defines  what  constitutes  substance  abuse 
treatment  and  what  are  the  basic  features  of  a 
treatment  program.  This  quality  control  proc- 
ess examines  personnel,  clinical  program- 
ming, confidentiality  practices,  physical  en- 
virons and  other  program  elements.  Licensed 
programs  are  routinely  inspected  to  ensure 
compliance  with  quality  standards. 

Among  other  health  care  services  the  de- 
partment works  with  to  ensure  quality  are  clin- 
ical laboratories  (drug  and  HIV  testing),  dia- 
betes clinics  and  radon  testing. 

Medical  Equipment 

Complimenting  the  department's  quality 
assurance  activities  with  people  and  programs 
are  limited  efforts  to  ensure  quality  of  medical 
equipment. 

The  Radiological  Health  Section  assures 
public  health  and  safety  as  it  relates  to  use  of 

(Please  turn  to  page  592) 
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radiation  machines  and  radioactive  materials. 
New  areas  to  be  addressed  may  include  sources 
of  non-ionizing  radiation,  e.g.,  suntan  booths, 
laser  light  exhibits,  etc. 

Under  contract  with  the  U.S.  Food  and 
Drug  Administration  (FDA),  the  department 
evaluated  the  safety  and  maintenance  of  an- 
esthesia gas  delivery  systems  in  45  of  the  129 
Iowa  hospitals  with  anesthesia  capabilities. 

The  department  will  again  submit  legis- 
lative proposals  to  create  a major  medical 
equipment  program  to  increase  the  level  of 
protection  from  equipment  related  accidents. 
(The  FDA  reports  154  patient  deaths,  283  pa- 


tient injuries  and  1,485  machine  malfunctions 
due  to  anesthesia  systems,  defibrillators,  di- 
alysis units  and  electrosurgical  units  over  the 
past  2 years.) 

The  department  is  engaged  in  other  activ- 
ities to  promote  quality  health  services  in  Iowa. 
In  fact,  quality  assurance  has  been  the  primary 
responsibility  of  the  department  since  its  in- 
ception in  1880. 

For  additional  information  on  these  and 
other  quality  assurance  activities  of  the  Iowa 
Department  of  Public  Health,  contact  Mike 
Coverdale,  Public  Information  Coordinator,  at 
515/281-4342. 
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Morbidity  Report 


Disease 

Oct 

1988 

Total 

1988 

to 

Date 

1987 

to 

Date 

Most  Oct.  Cases 
Reported  From 
These  Counties 

AIDS 

5 

41 

31 

NA 

Amebiasis 

0 

16 

33 

Brucellosis 

0 

1 

3 

Chickenpox 

163 

6638 

7722 

Scattered 

Campylobacter 

46 

407 

348 

Scattered 

Cytomegalovirus 

1 

7 

25 

Sioux 

Eatons  Agent 
Infection 

0 

0 

54 

Encephalitis,  viral 

2 

12 

12 

Delaware,  Johnson 

Erythema 

Infectiosum 

2 

115 

887 

Black  Hawk, 

Gastroenteritis 

(GIV) 

1974 

16971 

13248 

Dubuque 

Scattered 

Giardiasis 

53 

346 

360 

Scattered 

Hepatitis,  A 

4 

42 

91 

Franklin,  Story, 

Hepatitis,  B 

4 

76 

102 

Woodbury 
Page,  Scott,  Tama 

Hepatitis,  Non 
A-B 

0 

13 

26 

Hepatitis 
type  unspecified 

0 

3 

6 

Herpes  Simplex 

90 

835 

1011 

Scattered 

Herpes  Zoster 

0 

0 

2 

Histoplasmosis 

7 

21 

13 

Black  Hawk,  Cerro 

Infectious 

mononucleosis 

33 

139 

150 

Gordo,  O'Brien, 
Scott,  Polk 

Scattered 

Influenza, 
lab  confirmed 

0 

110 

67 

Influenza-like 
illness  (URI) 

3427 

30733 

30236 

Scattered 

Disease 

Oct 

1988 

Total 

1988 

to 

Date 

1987 

to 

Date 

Most  Oct.  Cases 
Reported  From 
These  Counties 

Legionellosis 

0 

16 

10 

Malaria 

0 

2 

5 

Meningitis 

aseptic 

6 

33 

66 

Cedar,  Clinton, 

bacterial 

7 

86 

69 

Dallas,  Linn,  Scott 
Scattered 

meningococcal 

0 

0 

3 

Mumps 

1 

35 

414 

Scott 

Pertussis 

8 

30 

55 

Scattered 

Rabies  in  animals 

12 

150 

231 

Scattered 

Reye  Syndrome 

0 

0 

0 

Rheumatic  Fever 

0 

1 

3 

Rubella 

(German 

measles) 

0 

0 

1 

Measles 

0 

0 

0 

Salmonellosis 

32 

218 

155 

Scattered 

Shigellosis 

32 

259 

84 

Scattered 

Toxic  Shock 
Syndrome 

1 

6 

5 

Scott 

Tuberculosis 
total  ill 

2 

47 

37 

Polk,  Story 

bact.  pos. 

1 

39 

37 

Polk 

Typhoid  Fever 

0 

0 

0 

Venereal  diseases 
Gonorrhea 

206 

1830 

2513 

Scattered 

Chlamydia 

641 

4029 

3051 

Scattered 

Syphilis 

1 

18 

25 

Pottawattamie 

Other  Non-Reportable  Diseases:  Guillian  Barre — 1,  Woodbury; 
Yersinia — 1,  Black  Hawk;  2,  Johnson;  1,  Polk. 
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NEARLY  TWO-THIRDS  OF  THE  30  PA- 
TIENTS with  bulimia  nervosa  in  a UI  psy- 
chiatry study  had  other  psychological  prob- 
lems, such  as  depression,  substance  abuse  or 
some  form  of  a personality  disorder,  in  addi- 
tion to  the  eating  disorder.  The  UI  study  is 
unique  in  that  it  made  comparisons  between 
personality  disorders  in  bulimic  patients  and 
personality  disorders  in  a non-psychiatric 
community  sample,  says  William  Yates,  Psy- 
chiatry. The  study  also  showed  that  bulimic 
patients  with  a personality  disorder  or  other 
problem  were  more  likely  to  have  a life-time 
history  of  depression  or  suicide  attempts.  Yates 
said  the  findings  may  help  physicians  in  de- 
termining treatments.  The  personality  disor- 
der factors  can  act  as  a warning  signal  to  doc- 
tors that  a patient's  case  may  be  more  complex 
or  that  the  patient  may  need  more  aggressive 
treatment.  It's  not  yet  proven,  however,  that 
personality  disorders  increase  a person's 
chances  of  developing  bulimia,  he  said. 

SCREENING  TESTS  FOR  CHLAMYDIA  TRA- 
CHOMATIS can  be  cost-effective  and  are  recom- 
mended in  moderate-risk  women,  according  to  a 
study  by  Mary  Nettleman,  Internal  Medicine. 
The  use  of  a low-cost  direct  antigen  test  as  the  sole 
basis  for  treatment  represents  the  most  practical  ap- 
proach and  is  a cost-effective  alternative  to  no  test- 
ing or  treating.  The  study  compared  different  di- 
agnostic tests  for  cost  and  accuracy  and  to  establish 
guidelines  for  testing  women  at  moderate  risk  for 
the  infection.  Nettleman  noted  that  screening  for 
chlamydia  has  become  widespread  in  practice,  but 
there  has  been  no  evaluation  for  the  cost-effective- 
ness of  screening  moderate  risk  women  with  any  of 
the  tests  currently  available. 

GENERAL  INFORMATION  ON  CANCER, 

cancer  research  programs,  treatment  protocols 
and  support  groups  is  available  to  Iowans 


This  material  is  furnished  by  The  University  of  Iowa  Health  News 
Service. 


through  the  Cancer  Information  Service  at  the 
UI  College  of  Medicine  Cancer  Center.  For  in- 
formation, call  the  toll-free  number,  800-237- 
1225,  weekdays  from  8 a.m.  to  5 p.m. 

CEDAR  RAPIDS/ MARION  WILL  BE  A TEST 
SITE  for  a full  array  of  community  strategies  to 
help  smokers  quit.  A roulette  wheel  spin  is  how 
National  Cancer  Institute  officials  randomly  chose 
which  cities  of  previously  selected  pairs  of  cities  would 
be  "intervention"  sites  and  which  would  serve  as 
"controls"  in  the  smoking-cessation  study,  said  Paul 
Pomrehn,  Preventive  Medicine  and  Environ- 
mental Health,  and  principal  investigator  for  the 
UI  portion  of  the  national  study.  It's  the  biggest 
behavioral  end-point  trial,  officially  called  the  Com- 
munity Intervention  Trial  (COMMIT)  for  Smoking 
Cessation.  Davenport/ Bettendorf  was  selected  as  the 
non-intervention  "control"  community  in  COM- 
MITS midwest  pair  of  cities.  COMMIT  will  use 
several  community  "channels"  such  as  work  sites, 
health  professionals,  mass  media  and  public  edu- 
cation to  implement  its  stop-smoking  strategies, 
Pomrehn  said. 

GRANT  NEWS  . . . Melvin  Marcus,  Inter- 
nal Medicine,  is  investigating  the  sensitivity 
of  3 commonly  used  diagnostic  techniques  for 
detecting  coronary  obstruction  with  a $135,000 
grant  from  the  National  Heart,  Lung  and  Blood 
Institute.  The  validity  of  the  3 non-invasive 
imaging  techniques  being  studied  has  come 
into  question  lately  and  needs  to  be  re-eval- 
uated. . . . John  Donelson,  Biochemistry,  is 
working  on  developing  a vaccine  against  on- 
chocerciasis, using  a $151,000  grant  from  the 
Edna  McConnell  Clark  Foundation.  This  trop- 
ical disease  of  the  skin  and  eyes  is  caused  by 
a parasitic  worm.  . . . Robert  Rea,  Internal 
Medicine,  has  received  a 3-year  award  from 
the  American  Heart  Association  to  study  new 
techniques  for  investigating  how  the  nervous 
system  controls  circulation  in  humans  and  how 
mechanisms  affect  high  blood  pressure  in  lab- 
oratory animals. 
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Crisis  in  black  and  white. 


Your  personal  crisis  may  be  waiting  in  the 
morning  mail.  If  so,  you’ll  want  the  best 
professional  help.  You’ll  want  a Medical 
Protective  General  Agent. 

Professional  liability  coverage  is  our  only 
business.  And  we’ve  been  providing  it  for 
almost  100  years.  Our  agents  live  in  the 
territories  they  serve  so  they  understand  the 
local  legal  climate.  And  with  the  extensive 


resources  of  the  home  office  Law  Depart- 
ment to  draw  from,  they’re  always  ready  to 
answer  your  questions  or  give  advice. 

Someday  it  may  be  you  against  a negligence 
charge.  When  that  day  comes  and  your 
professional  reputation  is  on  the  line,  you’re 
going  to  want  all  the  help  you  can  get.  To 
make  sure  you  have  it,  contact  your  Medical 
Protective  General  Agent  today. 


«H1 
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mug  nj  ten  n gwgv 

Gerry  Smeader 

Suite  512,  Merle  Hay  Tower,  3800  Merle  Hay  Road,  P.O.  Box  94127,  Des  Moines,  IA  50394,  (515)  276-6202 


About  Iowa  Physicians 


Dr.  John  Griffin,  Knoxville,  has  retired  from 
surgical  practice.  Dr.  Griffin  received  the  M.D. 
degree  at  the  University  of  Oklahoma  College 
of  Medicine,  Oklahoma  City,  Oklahoma  and 
completed  a residency  at  the  Veterans  Admin- 
istration Hospital,  Des  Moines.  Dr.  Griffin 
practiced  in  Arkansas  for  2 years  before  mov- 
ing to  Knoxville  where  he  practiced  for  20 
years.  Dr.  Elaine  Berry  has  joined  the  Atlantic 
Medical  Center.  Dr.  Berry  received  the  M.D. 
degree  at  the  U.  of  I.  College  of  Medicine  and 
served  her  residency  at  St.  Luke's  Regional 
Medical  Center  and  the  Marian  Health  Center, 
both  in  Sioux  City.  Dr.  Tim  Olson  has  joined 
the  West  Central  Mental  Health  Center  in  Adel. 
Dr.  Olson  received  the  M.D.  degree  from 
Northwestern  University  Medical  School,  Chi- 
cago and  completed  a psychiatry  residency  at 
U.  of  I.  Hospitals  and  Clinics.  Prior  to  joining 
the  Health  Center,  Dr.  Olson  practiced  at 
Broadlawns  Medical  Center.  Dr.  Joyce  L. 
Christy  has  joined  Ankeny  Family  Practice. 
Dr.  Christy  was  formerly  in  private  practice  at 
Northwest  Medical  Center  in  Cedar  Rapids  and 
the  Urgent  Care  Center  in  Waterloo.  Dr.  Mat- 
thew Sojka  was  recently  elected  to  serve  a 2- 
year  term  as  medical  director  of  the  Southeast 
Iowa  Emergency  Medical  Services  Council.  Dr. 
Sojka  is  in  family  practice  in  Washington.  Dr. 
Sant  M.  S.  Hayreh  has  been  selected  as  one 
of  25  physicians  throughout  the  U.S.  to  receive 
a fellowship  to  the  "Advances  in  Epilepsy 
Seminar"  offered  by  the  Comprehensive  Epi- 
lepsy Center  of  the  Bowman  Gray  School  of 
Medicine  of  Wake  Forest  College  in  Winston- 
Salem,  North  Carolina.  Dr.  Hayreh  has  prac- 
ticed neurology  in  Mason  City  since  1978. 


Deaths 


Dr.  Rollin  M.  Perkins,  74,  Davenport,  died 
September  10  at  Mercy  Hospital  in  Davenport. 
Dr.  Perkins  received  the  M.D.  degree  at  the 


U.  of  I.  College  of  Medicine  and  completed  his 
residency  at  Methodist  Hospital,  Madison, 
Wisconsin.  He  retired  in  1986  after  45  years  of 
allergy  practice  in  Davenport.  Dr.  Perkins  be- 
came Scott  County's  medical  examiner  in  1961 
and  held  that  position  until  his  death.  He  was 
a member  of  the  National  Association  of  Med- 
ical Examiners,  the  International  Association 
of  Medical  Examiners  and  Coroners  and  a life 
member  of  the  Iowa  Medical  Society. 

Dr.  Harold  Morgan,  82,  Mason  City,  died  Sep- 
tember 6 at  St.  Joseph  Mercy  Hospital,  Mason 
City.  Dr.  Morgan  received  the  M.D.  degree 
from  U.  of  I.  College  of  Medicine.  In  1933  he 
joined  the  staff  of  St.  Joseph  Mercy  Hospital, 
Mason  City,  where  he  worked  as  a pathologist 
and  radiologist.  He  continued  to  practice  in 
Mason  City  until  his  retirement  in  1969.  Dr. 
Morgan  was  a member  of  the  American  Can- 
cer Society. 

Dr.  Donald  B.  Blume,  76,  Sioux  City,  died 
September  26  at  his  home.  Dr.  Blume  received 
the  M.D.  degree  from  the  University  of  Ne- 
braska College  of  Medicine,  Omaha,  Nebraska 
and  served  his  internship  in  Hartford,  Con- 
necticut. He  maintained  a private  practice  in 
Sioux  City  for  35  years,  retiring  in  1975.  Dr. 
Blume  was  a past  president  of  the  Woodbury 
County  Medical  Society  and  a life  member  of 
the  Iowa  Medical  Society. 

Dr.  Clyde  A.  Lindquist,  41,  Fort  Dodge,  died 
September  22,  as  a result  of  a plane  crash.  Dr. 
Lindquist  received  the  M.D.  degree  at  the 
U.  of  I.  College  of  Medicine  and  completed  a 
residency  at  Peter  Bent  Bringham  Hospital  in 
Boston,  Massachusetts.  He  practiced  surgery 
at  Burbank  Hospital,  Fitchburg,  Massachu- 
setts before  becoming  director  of  emergency 
care  at  Trinity  Regional  Hospital,  Fort  Dodge. 
Dr.  Lindquist  was  also  director  of  emergency 
services  at  Spencer  Municipal  Hospital  and 
owned  Emergency  Services  and  Management 
Company,  Fort  Dodge. 
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Classified  Advertising 


CLASSIFIED  ADVERTISING  RATE  — $3  per  line , $30 
minimum  per  insertion.  NO  CEIARGE  TO  MEMBERS 
OF  IOWA  MEDICAL  SOCIETY.  Copy  deadline  — 1st 
of  the  month  preceding  publication. 

SOUTHEASTERN  IOWA  — Seeking  full-time  and  part-time  physician 
for  new  50-bed  hospital  emergency  department  in  southeastern  Iowa. 
Attractive  hourly  compensation  and  malpractice  insurance  provided. 
Benefit  package  available  to  full-time  physicians.  Contact  Emergency 
Consultants,  Inc.,  2240  S.  Airport  Road,  Room  43,  Traverse  City,  Mich- 
igan 49684,  1-800/253-1795  or  in  Michigan  1-800/632-3496. 


TIRED  OF  THE  DES  MOINES  RAT  RACE?  — A growing  multispecialty 
clinic  in  Prairie  du  Chien,  Wisconsin  is  looking  for  aggressive  family 
practice  and  general  internists.  We  have  an  excellent  49-bed  Community 
Hospital.  We  have  excellent  sports  and  living  conditions.  The  school 
system  is  also  well  rated.  Please  contact  Brenda  Jones,  Office  Manager, 
Prairie  Medicine,  Ltd.,  Prairie  du  Chien,  Wisconsin  53821  or  608/326- 
6402. 


INTERNIST  NEEDED  — Minnesota  internist  seeks  BE/BC  internist  to 
join  his  practice  in  Brainerd,  a central  Minnesota  resort  community. 
Beautiful  lakes  and  expanding  retirement  area.  New  162-bed  hospital 
with  all  specialities.  Offices  in  5-year-old  medical  office  building.  Write 
No.  1580,  IOWA  MEDICINE,  1001  Grand  Avenue,  West  Des  Moines, 
Iowa  50265. 


MANKATO  CLINIC,  LTD  — is  seeking  BE/BC  physician  in  the  fol- 
lowing specialties:  allergy,  dermatology,  invasive  cardiology,  oncology, 
urology,  ophthalmology  and  general  internal  medicine.  The  Mankato 
Clinic  is  a 38-doctor  multi-specialty  group  practice  in  south  central  Min- 
nesota with  a trade  area  population  of  150,000.  Guaranteed  salary  first 
year,  incentive  thereafter  with  full  range  of  benefits  and  liberal  time 
off.  For  more  information,  call  Roger  Greenwald,  Administrator  or  Dr. 
B.C.  McGregor  at  507/625-1811  or  write  501  Holly  Lane,  Mankato,  Min- 
nesota 56001. 


FAMILY  PHYSICIAN  NEEDED  — Well-established  practice  with  ex- 
cellent facilities,  including  x-ray  and  laboratory.  Office  located  adjacent 
to  county  hospital.  Competitive  first-year  salary.  If  interested  in  joining 
our  8 doctor  multi-specialty  group,  please  send  current  curriculum  vitae 
to  Linda  Cohort,  Office  Manager,  Family  Medical  Center,  P.C.,  1225  C 
Avenue  East,  Oskaloosa,  Iowa  52577. 


IOWA  CITY  AND  CEDAR  RAPIDS  — Positions  are  available  for  full 
or  part-time  physicians  in  our  out-patient  family  practice  offices.  No 
weekends.  No  call.  Income  guaranteed.  Excellent  opportunities  avail- 
able in  these  ideal  locations!  Contact  Jill  Buschmann,  Medicenter  West, 
2215  Westdale  Drive,  S.W.,  Cedar  Rapids,  Iowa  52404,  319/396-2000. 


IMMEDIATE  OPENING-FAMILY  PRACTITIONER  — to  joint  busy  13 
doctor  multispecialty  group  in  clean  North  Dakota  lake  country.  Salary 
and  fringe  benefits  very  liberal.  Send  curriculum  vitae  or  inquiries  to 
Lake  Region  Clinic,  P.C.,  P.O.  Box  1100,  Devils  Lake,  North  Dakota 
58301,  Attention:  Joel  Rotvold  or  call  collect  at  701/662-2157  for  further 
information. 


PEDIATRICS  — Marshfield  Clinic,  a 270-physician,  multi-specialty  pri- 
vate group  practice,  is  seeking  a Board  Certified  or  Eligible  general 
pediatrician  to  join  its  expanding  regional  center  in  Chippewa  Falls. 
Chippewa  Falls  is  a community  of  15,000  people  located  in  beautiful 
west  central  Wisconsin  with  a wide  range  of  recreational,  educational 
and  cultural  opportunities  easily  accessible.  The  clinic  is  adjacent  to  a 
110-bed  JCAH  accredited  hospital.  Competitive  salary  and  fringe  ben- 
efit package.  Send  curriculum  vitae  and  references  to  Mr.  David  Draves, 
Director,  Regional  Development,  Marshfield  Clinic,  1000  North  Oak 
Avenue,  Marshfield,  Wisconsin  54449  or  you  may  call  collect  at  715/ 
387-5376. 


IOWA  — EMERGENCY  MEDICINE  — Excellent  clinical  opportunities 
are  currently  available  with  Spectrum  in  central  Iowa.  Low  to  moderate 
volume  emergency  departments.  Varying  schedules  available.  Guar- 
anteed competitive  rate  of  reimbursement,  high-limit  occurrence  mal- 
practice insurance  coverage.  For  additional  information  contact  Ruth 
Sutterer,  Spectrum  Emergency  Care,  P.O.  Box  27352,  St.  Louis,  Missouri 
63141;  1-800/325-3982,  extension  3029. 


EASTERN  IOWA  — Progressive  young  BC  FP  seeks  residency  trained 
BC  FP  for  growing  practice.  Call  every  fourth  night.  Newly  remodeled 
hospital.  Active  community  19  miles  from  Iowa's  third  largest  city.  Send 
CV  to  S.  Hanas,  M.D.,  1118  11th,  DeWitt,  Iowa  52742. 


ASSISTANT  MEDICAL  DIRECTOR  — Wanted  for  large  life  insurance 
company.  Regional  office  located  in  West  Des  Moines.  Part-time  po- 
sition now,  possibility  of  full-time  later.  Contact  Robert  W.  Linthacum, 
M.D.,  Equitable  Life  Assurance  Society  of  the  US,  Midwestern  Life 
Insurance  Center,  3001  Westown  Parkway,  West  Des  Moines,  Iowa 
50265.  Phone  515/223-6828. 


FAMILY  PRACTICE  — Creston  Medical  Clinic,  P.C.  is  seeking  a family 
practitioner  to  join  an  existing  9 member  multi-specialty  clinic.  Excel- 
lent hospital  facilities,  new  high  school  will  be  completed  in  Fall  1989. 
Limited  call  schedule,  guaranteed  salary,  full  compliment  of  fringe 
benefits  and  a perfect  place  to  raise  and  enjoy  your  family.  Clinic  has 
been  established  since  1953  and  is  seeking  a Board  Eligible  or  Certified 
family  practitioner.  Please  call  or  mail  CV  to  Dan  Swoyer,  M.D.,  Cres- 
ton Medical  Clinic,  P.C.,  526  New  York  Avenue,  Creston,  Iowa  50801, 
phone  515/782-2131. 


STAFF  PHYSICIAN  — to  provide  primary  medical  care  for  students  at 
the  University  of  Iowa  Student  Health  Service.  Salary  competitive.  An 
Equal  Opportunity/Affirmative  Action  Employer.  Send  letter  of  appli- 
cation and  curriculum  vitae  to  Mary  Khowassah,  M.D.,  Student  Health 
Service,  Steindler  Building,  University  of  Iowa,  Iowa  City,  Iowa  52242. 


FAMILY  PHYSICIANS  — Join  our  successful,  growing  practices  in 
Iowa  and  Nebraska.  Superb  compensation  and  assistance  programs. 
Call  Conrad  Smith  at  1-800/346-6987  or  write  Physician  Placement  Com- 
mittee, P.O.  Box  2037,  Sioux  City,  Iowa  51104. 
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NORTH  IOWA  EYE  CLINIC,  P.C. 
ADDISON  W.  BROWN,  JR.,  M.D. 
MICHAEL  L.  LONG,  M.D. 
BRADLEY  L.  ISAAK,  M.D. 
RANDALL  S.  BRENTON,  M.D. 
3121  4TH  STREET,  S.W. 

P.O.  BOX  1877 
MASON  CITY  50401 
515/423-8861 


GENE  E.  MEGER,  M.D. 

ROBERT  R.  KELLER,  M.D. 

853  SECOND  AVENUE,  S.E. 

CEDAR  RAPIDS  52403 
319/365-7535 

PRACTICE  LIMITED  TO  OPHTHALMOLOGY 


ORTHOPEDICS 


JAMES  R.  ROCHELLE,  M.D. 

715  HARMONY,  SUITE  301 
COUNCIL  BLUFFS  51503 
712/328-5970 

PRACTICE  LIMITED  TO  ORTHOPEDICS 


OTOLARYNGOLOGY 


DUBUQUE  OTOLARYNGOLOGY  SERVICE,  P.C. 
THOMAS  J.  BENDA,  M.D. 

JAMES  W.  WHITE,  M.D. 

CRAIG  C.  HERTHER,  M.D. 

310  NORTH  GRANDVIEW 
DUBUQUE  52001 
319/588-0506 


IOWA  HEAD  AND  NECK  ASSOCIATES,  P.C. 
ROBERT  T.  BROWN,  M.D. 

EUGENE  PETERSON,  M.D. 

RICHARD  B.  MERRICK,  M.D. 

3901  INGERSOLL 
DES  MOINES  50312 
515/274-9135 


OTO.  — HEAD  & NECK  SURGICAL 
ASSOCIATES,  P.C. 

THOMAS  A.  ERICSON,  M.D. 

STEVEN  R.  HERWIG,  D.O. 

1215  PLEASANT,  SUITE  408 
DES  MOINES  50309 
515/283-5780 
1/800/248-4443 

EAR,  NOSE  AND  THROAT  SURGERY, 
FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 


WOLFE  CLINIC,  P.C. 

MICHAEL  W.  HILL,  M.D. 

DANIEL  J.  BLUM,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1566 
WOLFE  CLINIC,  P.C. 

4800  WESTOWN  PARKWAY  REGENCY  #3 
WEST  DES  MOINES  50265 
515/223-8685 

OTOLARYNGOLOGY-HEAD  AND  NECK 
SURGERY,  FACIAL  PLASTIC  SURGERY, 
ALLERGY 


PHILLIP  A.  LINQUIST,  D.O.,  P.C. 

1000  ILLINOIS 
DES  MOINES  50314 
515/244-5225 

EAR,  NOSE  AND  THROAT  SURGERY, 
FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 


ROBERT  G.  SMITS,  M.D.,  P.C. 

MERCY  MEDICAL  PLAZA 
421  LAUREL,  SUITE  402 
DES  MOINES  50314 
515/244-8152 
1/800/622-0002 

EAR,  NOSE  AND  THROAT  SURGERY, 

FACIAL  PLASTIC  SURGERY  AND  HEAD  AND 
NECK  SURGERY 


EASTERN  IOWA  HEAD  & NECK  SURGERY,  P.C. 
JAMES  E.  SPODEN,  M.D.,  F.A.C.S. 

1030  5TH  AVENUE,  S.E.,  SUITE  2000 
CEDAR  RAPIDS  52403 
319/365-3883 


PATHOLOGY 


LABORATORY  OF  CLINICAL  MEDICINE 
ORLYN  ENGELSTAD,  M.D. 

L.  JEFF  RISSMAN,  M.D. 

1150  SIXTH  AVENUE 
DES  MOINES  50314 
515/244-5075 
CLINICAL  CHEMISTRY, 
RADIOIMMUNOASSAY, 
MICROBIOLOGY,  CYTOPATHOLOGY, 
HEMATOLOGY  AND  SURGICAL 
PATHOLOGY 


CLINICAL  LABORATORIES 

GERALD  WEDEMEYER,  M.D.,  F.C.A.P. 

819  LINCOLN  WAY 

AMES  50010 

515/233-2316 

CONSULTATION  IN  LABORATORY 
MEDICINE  AND  PATHOLOGY 


PHYSICAL  MEDICINE  & 
REHABILITATION 


PHYSIATRY  ASSOCIATES 
WILLIAM  D.  DEGRAVELLES,  JR.,  M.D. 
CHARLES  F.  DENHART,  M.D. 

MARVIN  M.  HURD,  M.D. 

WILLIAM  C.  KOENIG,  JR.,  M.D. 

KAREN  KIENKER,  M.D. 

MARK  R.  WILSON,  M.D. 

YOUNKER  MEMORIAL  REHABILITATION 
CENTER 

IOWA  METHODIST  MEDICAL  CENTER 
1200  PLEASANT 
DES  MOINES  50308 


PSYCHIATRY 


CAVALLIN  AND  ASSOCIATES,  P.C. 

HECTOR  W.  CAVALLIN,  M.D. 

1301  PENNSYLVANIA,  SUITE  116 
DES  MOINES  50316 
515/265-1149 

PSYCHIATRIC  AND  PSYCHOLOGICAL  SERV- 
ICES FOR  ADULTS,  ADOLESCENTS,  CHIL- 
DREN AND  INFANTS 


PULMONARY  MEDICINE 


CHEST,  INFECTIOUS  DISEASES  & 
ASSOCIATES,  P.C. 

ROGER  T.  LIU,  M.D. 

STEVEN  G.  BERRY,  M.D. 
DONALD  L.  BURROWS,  M.D. 
MICHAEL  WITTE,  D.O. 
PULMONARY  DISEASES 
1000  SEVENTY-THIRD  STREET 
SUITE  #3,  WESTGATE  PLAZA 
DES  MOINES  50311 
24  HOUR  515/224-1777 


SURGERY 


JOHN  G.  GANSKE,  M.D. 

1301  PENNSYLVANIA,  SUITE  312 
DES  MOINES  50316 
515/266-6558 

PLASTIC,  RECONSTRUCTIVE  AND 
HAND  SURGERY 

A.  B.  GRUNDBERG,  M.D. 

1440  PLEASANT 
DES  MOINES  50309 
515/288-5759 

ORTHOPAEDIC  SURGERY,  SURGERY  OF 
THE  HAND 

PLASTIC  SURGERY  INSTITUTE,  P.C. 

JAMES  O.  STALLINGS,  M.D. 

528  UNIVAC  BUILDING 
1025  ASHWORTH  ROAD 
WEST  DES  MOINES  50265 
515/225-7107 

Telephone  answered  day  or  night 

AESTHETIC  PLASTIC  SURGERY, 
RECONSTRUCTIVE  PLASTIC  SURGERY, 
SURGERY  OF  THE  HAND, 
MICROVASCULAR  PLASTIC  SURGERY 

SINESIO  MISOL,  M.D. 

1045  FIFTH  STREET 
DES  MOINES  50314 
515/244-7272 

ORTHOPEDIC  SURGERY,  SURGERY  OF 
THE  HAND 

SURGICAL  AFFILIATES,  P.C. 

JAMES  M.  CATERINE,  M.D.,  F.A.C.S. 

C.  DAVID  SMITH,  M.D. 

KATHLEEN  L.  SMITH,  M.D. 

KENDALL  REED,  D.O.,  F.A.C.O.S. 

411  LAUREL,  SUITE  2100 
MERCY  MEDICAL  PLAZA  EAST 
DES  MOINES  50314 
515/247/3266 

GENERAL,  THORACIC,  VASCULAR  AND 
ONCOLOGIC  SURGERY 

WENDELL  DOWNING,  M.D. 

1212  PLEASANT  STREET,  SUITE  410 
DES  MOINES  50309 
515/283-5767 

DISEASES  AND  SURGERY  OF  THE  COLON 
AND  RECTUM 
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Replacing  the  Supply 


Retiring  physicians,  particularly  those  in 
solo  practice  in  rural  Iowa,  often  leave  a 
gap  that  is  difficult  to  fill.  Organized  medicine 
is  becoming  increasingly  concerned  over  the 
number  of  small  towns  across  America  which 
have  no  "town  doc"  and  find  it  almost  im- 
possible to  recruit  one. 

At  a recent  Family  Practice  Opportunities 
Fair,  there  were  over  70  Iowa  communities 
trying  to  recruit  at  least  one  physician.  The 
problem  of  physician  maldistribution  — too 
many  specialists  in  big  cities  and  not  enough 
family  practice  physicians  in  small  towns  — is 
becoming  more  acute. 

Also  of  concern  is  the  fact  the  number  of 
students  applying  to  medical  school  dropped 
30%  between  1977  and  1987.  The  cost  of  mal- 
practice insurance,  increased  government  in- 
volvement and  the  high  price  tag  on  a medical 
education  all  make  medicine  a less  attractive 
career.  The  dip  in  the  number  of  applicants 
has  some  wondering  if  the  quality  of  medical 
care  will  suffer. 

However,  a number  of  people  are  initi- 
ating efforts  to  solve  these  problems.  The 
American  Medical  Association  is  advocating 
loan  deferments  for  all  medical  residents  for 
the  duration  of  their  postgraduate  training,  re- 
gardless of  where  the  loans  came  from  or  how 
long  the  training  lasted.  Since  residents  are 
typically  paid  modest  salaries,  giving  them  ad- 
equate time  to  begin  repaying  loans  may  at- 
tract more  people  to  the  profession. 

Towns  in  rural  America  are  becoming 
more  aggressive  in  efforts  to  recruit  physi- 
cians. They  place  recruiting  ads  in  national 
publications  touting  the  advantages  of  life  in 
their  small  towns  and  offer  physicians  all  sorts 
of  perks  such  as  guaranteed  salaries  and  va- 
cation coverage. 


A recent  edition  of  AM  NEWS  contained 
an  article  about  residents  of  Ashland,  Maine, 
who  used  a very  creative  approach.  They  taxed 
everyone  $5.75  per  year  and  sent  a physician's 
assistant  through  medical  school.  Ashland  and 
5 neighboring  communities  took  part  in  the 
project  and  they  now  have  a physician  com- 
mitted to  remaining  in  the  area. 

Most  significant  of  all  is  the  fact  some  phy- 
sicians are  beginning  to  talk  about  changing 
attitudes  within  the  profession.  They  contend 
every  time  a frustrated  physician  says  "I  don't 
want  my  kids  to  go  into  medicine"  or  "Med- 
icine is  no  fun  anymore,"  that  physician  be- 
comes part  of  the  recruitment  problem. 

Larry  Beaty,  M.D.,  president  of  the  Polk 
County  Medical  Society,  said  it  very  well  in  a 
recent  news  letter.  "Maybe  we  need  to  reas- 
sess our  situation.  Why  did  we  choose  medi- 
cine? Probably  not  all  of  us  had  altruistic  mo- 
tives but  I also  doubt  most  of  us  went  to  medical 
school  as  a scheme  to  get  rich  quick.  There  are 
certainly  a lot  more  forms  to  be  filed,  more 
people  looking  over  our  shoulders  and  more 
people  determining  our  pay.  Aren't  there  some 
positive  aspects  of  medicine,  too?  Maybe  we 
need  to  look  at  what's  good  with  medicine  and 
how  it  compares  before  tearing  it  down." 

The  spread  of  this  philosophy  — plus  ef- 
forts by  groups  outside  medicine  — will  assure 
the  medical  profession  will  continue  to  attract 
qualified  young  people  and  rural  Americans 
won't  be  forced  to  drive  long  distances  to  find 
quality  medical  care. 
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WERT 
BOOKBINDING 
Granrville  Pa 
MAR  APR  1991 
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